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1972 PROPOSED ACTION ON REGULATIONS
/ .

Fees aDd c~
pay an application fee

Coun~X~PeAzchitectura1
vices:

[(a) 1 - Legal and
~) . . . . --:--~aiYti ~ . 'l :/~ ~ ~
of Practice 869,

(c) Section aDd Communica-
tion...' $108,

Cd) Section -4 - ;. $108,
Ce) Section 5 - In~ of Tecbubl aDd De8i8D

Requirements $108,
C1) Section 6 - . . . . . . . .$108;)
(oJ Sediorz A Aapecta of

Pradice $40.
(b) .. 175,
(c) l1SO.

Estimate of Economic Impact
The proposed action has no economic impact.

Economic Impact on Small Bnsinesses
The proposed action has minimal or no economic impact

on small bl1sinesses. .

Opportunity for Public Comment
Comments on the proposed action may be sent to Michele

Phinney, Regulations Coordinator. O'Conor Bui1di:ng. 201
West Preston Street, Room 521. Baltimore. Maryland
21201. or tax to (410) 767-6489. or call (410) 767-6499.
These ~mments must be received by January 18. 2000.

riaLt~~ ~;I'--~~~"".." I1Z5.

oM (2;~ ~~: ~~:. . . ~~i~
(3) . ~t shan be paid. y fA) an

bytbe in
the testing services ($4 $51.

Board Of~_ftoifters ofT --Ddacape .

4
Title 10

DEPARTMENT OF
HEALTH AND MENTAL HYGIENE

Subtitle 09 MEDICAL CARE PROGRAMS
10.09.02 Physicians'Servlces

ADtt..it,: Be~Ith..c-eaer8l Artid.. H2-104(b), 15-100, ~ 15-105,
AllDlltated Code of MaryI8Dd .

Notice of Propoeed AetiOD
(99.373-p.1J

The s&""--e ry of Health and Mental Hygiene proPJ8es to
amend Regulations .01, .03 - .05, and .07 tmder COMAR
10009.02 PhysiciaD" Services.

State!!1e~t ofPurpo -
The purpose of this action is to ~ the Physicians' Ser-

vices Provider Fee Manual through 1999 CPr-4, replace the
local Y-codes, Z-codes, and hospital outpatL~t codes 1rith
J..Q)des aDd CPr... ~, and elilniDate the secoDd surlical
opinion ~ent for certain surIical proced1Jre8o

COIDparisoD to Federal StADdards
There is . ~~ding federal standard m this pro-

poeed regulation. but the proposed ~tion is DOt more
restrictive or stringent.

.01 DefiDitioDs.
A. (text UD~.red)
B. Terms Defined. '. .

(1) (text n~hAnged) . . . :
(2) rcase mAnA~t'" meaD8 the Prov:ision or pri-

mary care services to an aasigDed case mAft.gement en-
roDee.) -S~ means eM Board q" Phy.id4n Quality A...
8W'Gnce.

[(3) -Case management enroDee- means a r8dpieDt
who bas been determined by the De~ in acCordaDce
with the provisions or COMAR 10.09~14 or .10.09.25.1'-
to be subject to the restrictions ~~ by those recuIa-
tioDS, aDd who has selectad or been 8ssilD~ to a case man-
ager as his or her primary care prot1ider UDder the terms orthose reguIaaou. '.

. (4) -Case manager'" means a provider who has entered

into an agreement with the DeparbDent to furnish case
IDaDagemeDt aenices.]

[(5)] (3) - [(9») (7) (tat nnMAn~)
[(10) -Elective surgery" means surgery which can

safely be deJa.,ed from the time or the initial recommenda-
tion by a surgeon that a surIica1 prOcedure is the tzeatmeDt
or choice mr the :.cipient's d;Agnosed ~Ddiaon 1mtil a .c-
oDd surgical opiDjon bas been obtaiDed.) .

[(U)] (8) - [(17)) (16) (text nncbAn:ed)
[( 18) -Peer Re9iew Organization-meaDS the organiza-

tion respoDaible for reYiewing the U8 or medjea1 services m
detenD.ine ~~-ica! Decessity according to 42 U.s.C. §132Oc
et seq.]

[(19)] (16) ~ysjciaD- means an iDdividua11ep1ly li-
censed b) practice DiediciDe by eM Board or in the state in
wmch the physician's practice is located.

[(20)] (17) - [(21)] (18) (text "n..hAnged)
[(22) CPrimary care- meaDS that !!!~~~ caie which ad-

dresses a patient's general health needs. It includes the ~
oIdiDaaon of the individual's health care with the ~
bility mr the prevention of diseaae, promotion and
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PROPOSED ACTJON ON REGULATIONS 1973

mainteuau~ of health, tzoeatmeDt of i11uess aDd referral to
other apecla}L-ta Cor more inteuaive care when appropriate.]

[(23)] (19) - [(28)] ~ (text nnMaftged)
[(29) -Second surlical opiDjou- meaD8 au independent

8urIical opinion obtained &om . physician before the per-
formance of a Iurgical pnJcedure pnviously recommend~
by another physician.]

(25) .Ul;!l~ation control agent fUCA)'" meana tJw orga-
nization mpon6ibk for Teuicwi1J6 the ". of hospital ~ices
to MienniM ~ ~ and kngtAa cf Itcy acconiing
to profeaional 8I4ndard&

.03 CoDditi0D8 for ParticipatiOD.
A. (text und1anged)
B. Specific requinments Cor participation in the PrQIram

as . physiciaua' 8er9iCe8 provjder require that ~ prvrider:
( 1) [Shall submit additional in.ConD2.~n. if applyins Cor

participation in . ~1ar status, as mnows:
(a) If applyiq Cor ~ultant-~~ status, the

provider abaJllublnit docu~tAtion of that atatua,
(b) If applyinc Cor participation as . C8M manaaer.

the prorider 8ba11 enter into a caae ~t pzovjder
~~tlpeeifyiD &' that the prorider will ~ply with the
mnditiona Nt forth in IB<4) of this ~n] Shall mbmit
documcntation cf conaultant-!~~lirt #Gtus if applying for
thGt~ . .

(2) May DOt place a restriction on . recipienfa right to
8eleet providers ofhi8 or her cboiceL acept that a C8M man-,
ager may require that a cue management enroDee obtain
8errices in accordance with the restnctMJas impoeeci by CO-
MAR 10.09.24.14 or 10.09.25.14];

(3) (text nft,.},aftsed)
[(4) Shall, ifparticipating.. . case IDaDapr, meet the

Collowing requirements:
(a) Famish medically ~~..,. primary care 88r-

vices to aD ease manapment enI'ODees ~~~ to him or
her,

.04 Covered Services.
The Pr1)gram covers the following medically oecee.r

serviees reDdered to recipients: . \
A. - H. (test \lnchaDIed)
[I. Cue management, when furDj8bed tQ a cue manage-

ment eDlVUee _igned to the pnJVjd.r 1mder the ~
ofCOMAR 10.09.24.14 or 10.09.25.14;]

[J.] L (text 11D~aed)
.. LimitatiODL . . :':;A. Services which are DOt ~~ aN: . .

(1) - (2) (text uDch-fteed) ; . ..'.: .

(3) Physician inpatient hospital serviceS renderec1 d0r.-
m, any period that is in ~ of' die 18DIth of' atay au~
rized by the [Peer Review Organization (PRO)] U~!;.rl:!-#~
control apnt (UCAJ; : ..

(4) (text u~1tanled)
(5) Services which are iDve.tigatiODal [u DOt "'-'bny"~ry] ore,zpe~; .
(6) - (14) (text Ilft..1t8ftged) . i: ;-~
(15) Drup and supplies diapeD8ed by the ph,y8iciaD

which are 8aIuired by the ph~ at DO cc.t[.];
(16) Di!~bk medical aupplk6; and
(17) Se1'l1ieea prohibited by 1M Board of Ph,yacianQualit)'Aaurance. .

B. - G. (text "'""Mftged)
[H. The Program does DOt pay &Jr the fonowiDl elective

8urJical p!1ICedUre5 when dley are perronDed on alapita1
!IO!!.~~ inpatient basis unJess a aecoM IurIical opin.
ion bas first been obtained hID another physidaD, or the
Program or its designee baa waived the requilemeDt - a~Dd swIical opinion before surpry: . .

(1) Cbok..p.a..""tAJmy; -(2) Hysterectomy; , .
(3) TraD8urethral p~~y; . . ~
(4) T in~ .

y; .(5) Diabctom.Y-. .,(8) Spinal fusion; . .
(7) Cozuoary artery bypass;
(8) Arthroplasty; and
(9) EJective Cesarean ~-!!!!-.]

.07 Payment Pi-~ures.
A. - C. (text Uftch8Dged)
D. The Maryland Medical A88istaDce Program Physi.

ciaD8' Services Pl'OYid8r F- Manual. Be9i8m [1998] 1999.
ia contained in the Medical AsaistaDce Provider Fee
Manual. datad October 1, 1986. whjch, i8 used in~ QDCQon
with 8fhysiciana' Current Procedural Te1'IYI-.fu~1OIY'" , Fourth
Edition, [1997] 1999 (CPr..). publish.~ by the American
M~~ .A~~8tiOD All the pruri8ioD8 ofthe8e ?::--cv=.=ftt8.
un1ea specificaUy cn-vpt.ec:, are incorporated by nfer8Dce
[with the mDowiDg .ftI."~-.ftt8. Physicians' Servjces Pr0-vider F- Manual Supp. No.1]. ..

E. The Department will pay mr ~~ ~ at the
lower of

(1) Physician'. ~ charge or acquiaition COlt;
(2) (t.e%t nnl'cMftged)

F. - H. (text UDc:baD8ed)
L The provider may DOt bill the Department o! 1M recipi-

cnt mr: .
(1) Completion of forma and reportaL exmpt for the

a»mpletioD of an Aid to FAftli1,- ..nth Depeadeat Chi1dIWI1
Medical Certification mrm which ia =.a-~ .. part of the
~Ated m~-k.aI visit];

(b) MaD services available duriDg a reguJar ached-
ale of ofti~ hours indudiDs a minimum of 25 hours per
week on DOt fewer than . days of the week,

(c) Desicnate and make known m d1e Department
and to all case manapment enmDees the other participat-
ing 1il.?Bician or ph~ who 1rin be available m 6Imi8h
primary care _rvi~ during periods, .ud1 .. Y8C8tion or
illness, when the case manager does DOt maintain a regular
8cheduJe of office hours,

(d) Refer case management enrollees m other partid-
patinc phyajciaD8 or to participating bl.pitala in- m~ ~y
D~7 services, and make all referrals OIl a rorm desig-
natedbytbeDepartmeDt,

(e) Maintain at aD times the capacity, through a 24-
hour answering lervb or other meana. m r8poad m the
medical Deeda of C8M management enmUees and, when
medically Dece88ary. nfer eDrolleea to approJ'a--'.ate ~
of emergency care-J

[(5)] (4) - [(7)] (6) (text nn~.nged)
[(8) ShaD, ifperticipating as a SUrIeGD. obtam aleCODd

aurgical opinion &am another ph)'81clan ~ b permr-
mance of ~rtain elective surgical proced~ whid1 require
hospitalization, as Xientified uDder ReculatMJD .asH of this
chapter.]

[(9)] (7) (text nn"hanged)
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PROPOSED ACTJON ON REGULATIONS1974

Beae6t (+)
CO8t(-) Mapitllde

N~

D.

(-)
E.

JrOU
(-)

F.
pab

aDd N mDber
from

A. iDthe
1riIlexteDdtbe
Tb8~k

the anticipe- ap-
p . The YeDdor e-. theKMhMJDi8-
... pbarm8d8 1riIl. i8e8MPraIram

. pmoch88etbeir
aDdtbaa

blecbaIpL
.E. ~

medi recipieDts.
eDt or a chrODie

.iDJP8Ct

(2) - (3) (text unchanged)
(4) Serricee wbjch ~ prvvided at no charge to the sen-

era! pub1ic(.); and
(5) Providing G copy of G reclpicnt'a medical record

IDMn nqwatcd by GIIotMr lia~d provider on behalf of thc
ncipicnt.

J. The Program will make DO direct payment to nurses,
phyaiciaDa' auistanta, nUrM practitioners, or nUrM anes-
thetists when employed and aupervwd by G phyaician.

K. - Q. (test nftMAftpd)
[R. The Program wiD reimburse a participating case

manager a $5 ca8e management fee for ead1 management
enroDee for each month during which the enrollee is as-
signed to the ca. 1naDa,er. whether or DOt the enJOIlee ob-
tained 8er9icea from the case manager during that month.
Payment of the C8M manage~t fee shall be in addition to
an,. p871neDt. uDder the provi8jon8 of HA - Q of this ,.u-
latx.D. fDr other covered Iervicea tendered by the case man-
ager.]

[S.] R. (test "ftI'hAft~)

GEORGES C. BENJAMIN, M.D.
Secretary of Health and Mental H,yIieDe

ODtb8~.~
Subtitle 20 KIDNEY DISEASE PROGRAM

~ . - General Regulations

~ B.It.h-G8D8I'a1 AI\idc. H13-3O1 -
'. ~~~.ted Cod. ofM8ryi8Dd

Notice of Propo8ed
(9f.37 4-PI

,tD
amend .08and .08, . .06 to be-

Q)m8 ~-tiDg Begula-
tiOD .0'1 tD recodify .mUng
Regulatiou . .10 -.12 UD-
der CO MAR 1 D8.

The tbe~Dis-
ea8e Di-.-Pro-gram . tiftly man-
dated te~~. .

There is DO standard to' this Fo-
posed regulation.

. .. '
L Sam1!!e-.,. oIBco_mic hDpact. ~ .,.-apo.-: :=~.=ftta

wiD prvvide Cor ~ of ft1Dd8 ~-iI!~ ~ the JeIiaIatiYe1y, -

B (R+/R - )

~
tare
(Ed-)

, BusiDeaes
'!be ~~ a=on or DO ~DOmjc imJ*:t

on small bn~ -~.

Public CommeDt .
C~mm8Dta MjcheJe Phinney,Regul.~.

Coonimator, ealth and Mental ByJieDe.
Room 521. treet, Baltimore. MaJ1iaDd
21201, or 7. or call (410) 767-6499.
The.e by January 18, 2000.
.01 DeftDi .

A. (text
B. Terma Defined.

(1)
(8) .. aDd an of the follow-ing . . ld with the recipi-

ent:
(

who
are I

(c if the
recipien 21 '

~ . for

which t or p :po
.' (9) > .

(16) ,. p""
mium w : bG.-d
on~ ~b«h.
,:' [(16 -.' .. . ,uDCh ansed>

- -~

~tuda Prog~ formulary : approoed(o,\pG:y menL
[(19)] (21) -Representative- meaDS an indivi&al who,

becauae of an applicant'8 or . ~ie!!.t'8 meuml or ~
incapacity or 1Outh. or 6P«ificd dial,ysia or tmft.splant facil-
ity personnel who have been 60 de.signated by virtu. It't],.

Do ."i - . JIDP8ctL

A.-amc8&8acJ:
Di8MeProgram
Bel8tePnllram

OD otJw State apDCi8:
. OD Jocal pemmenta:

(R+)
NONE
NONE

4
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Roman type iadicatee tat already aistiftC at the time of tI. -pl:vpc.-d 8CdGD. Italic type ilMlicatee DeW text 8dded at the time J
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-~

~.-
BdectiveDate:

Titl e 07
DEPARTMENT OF

HUMAN RESOURCES
06 COMMUNITY -

ADMINISTRATION
I Emergency,

~ -
and07.06.05

Housing

of Final
199-38O-PI

On February u. ) !. Reac;w--~

adopted amendme~ to Regulatio .n onder COMAR

07.06.01: 'bo8n8i ~~C8I, aDd Sou.iDg ..~~. This . n. wbi was propoeed fiD' adop-
tion in 26:26 Md. R. 1 17,1999). baa
been adopted u pro~

~~veDate:
LYNDA G. FOX

~tary of Human ~..

Title 10
DEPARTMENT OF

HEALTH AND MENTAL HYGIENE
Subtitle 09 MEDICAL CARE PROGRAMS

10.09.02 Physicians' Services . ~

Authority: Halth.GeDer.l AItide, H2.104(b). 15-103, 8D1115-~ l.

ADnataf.ctCodeafMar,'l.Dd

Notice of Final ActIon
~p.n

On February 9, 2000, amendmenta to Regulatiooa .01,
.03 -.06, aM .07 under COMAR 10.09.02 PhJ8ici.""
Senice8 were adopted by the Secretary of Health and
Mental Hygime. This --=tioD, which wu propoeed m 8dop.
tion in 26:26 Md. R. 1972 - 1974 (December 17, 1999), bas
been adopted as 1XVPC*d.

Hective Date: March 8, 2000.
GEORG~ C. BENJAMIN, M.D.

Secretary of Health and Mental H.YBieDeRTME F

, LIC G,
EGU N
1780

Subtitle 13 DRUGS
, of by10.

a
.102,AIItharitr:09.17.01

On J .03 an-
der C tion
Dnap of
Health was pro

, Code of Ethics

Public 1.GC8l t.a- of K8I7iaIMI.

Notice of FiDa1 Action
[99-341-FI

:,2000. the Board -
~~ amendments to RegulatiOD8 .03 and ~ 1JDder
flMAR -.I '7 .01 Code of Ethic.. 'l11is 8edoD, \ was
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1.

YNTRODUCTYON'

This manual has been prepared to provide a convenient reference
source of information for Physicians' Services provider. who participate
with the Maryland Medical Assistance Fee-For-Service Program. The
narrative portion of the manual contains coverage and limitations
information and specific billing instructions for physicians. The
numeric portion of the manual is the physicians' fee schedule which is
current through ~999 CPT-4. Additional resource. prepared for providers
include the Maryland Medical Assistance Provider Handbook and Maryland
Medicaid Billing Instructions tor the HCFA-~500. Contact Provider
Relations for either of these documents at (4~0) 767-5503 or (800) 445-
~~59.

GRNRRAL rH:P'O~TrOR SHCTrOR

ABBRBVI:ATJ:OBS t7SBD :IN TBB FBB SCBBDtJLB

A, H, 8 1'0%8 Requj.r8d. Certain procedures have specia1 require~ts
which must be ..t in order for them to be covered by the Program.
Provider. certify compliance with these requirements by completing
specific forms prior to rendering the service. These include the
Certification I'or Abortion (DBMB 521), the Document For By8terectomy
(DBKB 2990) and the SterilisatiOD Con8ent PO%8 (DBMB 2989) .

AC Aftercare nay.. The number of days in the 8Urgical
aftercare period which are included in the fee for the surgical
procedure.

B.R./B.I. By Report/By XDvoic8 When the value of the procedure is to
be determined "By Report- or -By Invoice., t:hA ~n11~ng: inf'nTmAt-inn
ImlAt- M Rllhm;rt:~rl wit-" ~". ~1ai",:

a. For services or procedures provided in Medicine (CPT
procedure codes 90281 - 99499) or Radiology (CPT procedure codes 70010
79999) describe the service or procedure performed. When describing "By
Report. procedures for radiology .ervices, specify the nIA~hnd by which
the service was performed.

b. For surgical procedure., .urgeona and
anesthesiologi.ts must provide the following ~ormation

1) Diagnosis (post-operative),
2) Size, location and number of lesion(s) or

procedure(s), where appropriate, and
3) Major surgical procedure and supplementary

procedure(s

c. For procedures 78990, 79900, 99070 and certain
iaDmmization injections, a copy of a current invoice which shows the per
unit coat of the supply or pharmaceutical is required.

P Pr.autborisation -.quired. Certain services require prior
authorization. Requests for preauthorization are generally made in
writing and must document that the services are both necessary and
appropriate.

0.00 Rot Used/Rot Paid. When the listed fee is zero, the code is
~ith~r not used by the Program (use other codes or unlisted procedures



2

if appropriate), gz: the service is not payable by the Program

BILLJ:HG TDm L:IKrTATIORS

Claims must be received within 9 months of the date services were
rendered. If a claim is received within the 9-month limit but rejected
due to erroneous or mi88ing data, reaubmittal will be accepted within 60
days of rejection or within 9 ~ths of the date the service vas
rendered, whichever is later. Tf' a ~l.illl ;. ~j-~~~ ~~atlAA of 1at~
Y"_~_ip~, ~hPc pa~;Pcn~ -~ nnt M h;ll~~ f'nY" thA~ t!laim- If a claim is
subnitted and you do nat. receive a payment Q%: a rejection within 90
days, please resubmit the claim.

~: Medicare/Medicaid Crossover claims must be received within
120 days of the date payment was made by Medicare. This is the date of
Medicare's Explanation of Benefits form. The Medical Assistance Program
recognizes the billing time limitations of Medicare and will not make
payment when Medicare has rejected a claim due to late billing.

COMMON PROCBDtmB CODING SYSTEM

The Maryland Medical Assistance Program utilizes the five character
Health Care pin.n~ing Administration's Coomon Procedure Coding System
(HCPCS) for the billing of services on the HCPA-~500 claim form. The.e
include the numeric CPT-4 HCPCS and certain national alpha-numeric
HCPCS. The Program also uses local alpha-numeric HCPCS which were
created for specific reporting purposes.

1 ~-. Rt!Pt!g

The Maryland Medical Assistance Program I. Physicians' Services
Provider Fee Manual primarily utilizes the codes in the late.t revi.ion
of the Physician.' current Procedural Texminology. Fourth Edition (CPT-
4). Physicians must have access to the late.t revision of CPT-4 in order
to properly complete the invoice form. CPT i. developed and published by
the American Medical Association and revisions to it are ~lished
Aftfttta 11 ~. This fee manual is also updated annually to reflect the new
additions, cbA~ges or deletiona to CPT-4. For complete explanations and
instructions on the use of CPT-4, you must refer to the introduction
.ection of that book. r!P'r ~nDR.Q. nRSrRTPTTnWA AND 'rWn-DTnT'T' MnDT~TRRS
rNT.V DR mPYRTc:R"r 1 ggA a.MRRT(,~ MRDT(,~I. A.qA~TATTCR-

The Medical Assistance Program doe. not UDifo~y cover or use all
CPT HCPCS or follow all CPT de.criptions or guideline.. Any Program use
of a CPT procedure code which differ. from that found in CPT will be
noted in the inatructiona for the U8e of that procedure in thi. manual.

Por information on AMA product. c~l (800) 62~-833S

2. RAT:rO~ HC:P(!9

The physicians' fee .che~e also utilizes certain national alpha-
numeric BCPCS for procedures or services which do not appear in CPT.
These codes are used for the billing of inj ectable drugs. The national
HCPCS codes are listed at the end of the CPT HCPCS section of this
manual .

3. LOCAL RCPCS

The Program has created its own special codes which identify certain
procedures or services which eithe~ do not appear in CPT or are used
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instead of CPT in order to report certain services separately. These
special codes begin with the letter .W' and are listed at the end of the
national HCPCS section of this manual.

. HoD-Ho8pi tal Vaginal Deli very

WO482 - Vaginal delivery, home
WO484 - Vaginal delivery, free-standing birth center
WO488 - Supplies used, vaginal delivery, home or birth

center

b. Heal thy !:ids Program

W0609 - EPSDT, vision screen
W9075 - EPSDT, new patient/f~l screen
W9076 - EPSDT screen, hospital outpatient department
W9077 - EPSDT, established patient/f~l screen
W9078 - EPSDT, interperiodic/partial screen
W9080 - EPSDT, full screen, state-supervised care
W9081 - EPSDT, partial screen, state-supervised care

c. Healthy Start Program

W9090 - Prenatal risk assessment
W9091 - Enriched maternity service

CONStJ'L'l'A'l'ZON AND RDBRRAL

A CONSULTATION IS TO BE DISTINGUISHED FR~ A REFERRAL

REFERRAL means a transfer of the patient from one physician to
another for diagnosis and treatment of the condition for which the
referral was made. The physician to whom the referral is made, whether
hel she is a generalist or a specialist, will be considered as the
primary care physician and not as a consultant.

CONSULTATION requires a writ:t:~n np;n;nn nr ~dv;~~ rendered by a
cons~tant-speci~ist whose opinion or advice is requested by the
patient I s attending physician for the further e~uation or management
of the patient by the at:t:~nd;nQ pn~Ri~ian. If the consultant-specialist
assumes responsibility for the continuing care of the patient, any
subsequent service rendered by him/her is not a consultation. The
consultation must be provided in the specialty in which the consultant-
specialist is registered with the Program.

ATTENDING PHYSICIAN means a physician, other than a house officer,
resident or intern, who is directly re~nsible for the patient's care.
Medicaid reimburaement for a cons~ tatiOD ia not authorized when a
member of the house staff either requests or provides the consultation.
Providers may not bill the Program for consultations requested or
rendered by house staff.

COV'BRBD SBRVICBS

All services fo~ which reimbursement is sought must be
provided in accordance with the Medical Care Program's Physicians'
Services regulations, COMAR 10.09.02. Providers furnishing services to
Medical Assistance recipients must do so in full compliance with Title
VI of the Civil Rights Act of 1964, Marylanp statutes and other laws and
regulations which prohibit discrimination. I
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Th@ Program t'!nv_rA r},- f'nllnw;ng: ~rlit'!~11~ npt'!PA~~~ A@rvic@A,

1. Physicians' services rendered in a physician's office, the
patient's home, a hospital, a skilled or intermediate care nursing
facility, a free-standing clinic, or elsewhere when the services are

a. Performed by the physician or one of the following:

1) Another licensed physician in the physician's employ,
2) A certified registered physician's assistant, licensed

nurse practitioner, licensed registered nurse, certified psychologist,
certified social worker, or a certified nurse-midwife, provided that the
individual providing the service is in the physician's employ and is
under the physician's direct supervision, and performs the service
within the scope of the individual's license or certification for the
purpose of assisting in the provision of physicians' services.

b. Clearly related to the patient I s individual medical needs as

diagnostic, curative, palliative or rehabilitative services.

c Adequately described in the patient I s medical record;

2. Consultations;

3. Diagnostic procedures to include:

&. Procedures related to the patient's medical needs I

b. Laboratory services performed by a physician or personnel
under the physician I s direct supervision, when the physician is not
required to register his/her office as a medical laboratory pursuant to
Health-General Article, Title 17, Subtitle 2, Annotated Code of
Maryland;

4. Drugs dispensed by the physician within the limitations of COMAR
1.0.09.03;

s. Injectable drugs administered by the physician within the
limitations of COMAR 10.09.03;

6. Medical equipment and supplies dispensed by the physician within
the limitations of COMAR 10.09.12 i

7. Abortions upon certification of the physician performing the
procedure that the procedure is necessary based upon the physician's
professional judgment and that one of the following conditions exists

a. If continuation of pregnancy is likely to result in the
death of the woman,

b. If the woman is a victim of rape, sexual offense or incest
which has been reported to a law enforcement agency or a public health
or social agency,

c. If it can be ascertained by the physician within a
reasonable degree of medical certainty that the fetus is affected by
genetic defect or serious deformity or abnormality,

d. If it can be ascertained by the physician within a
reasonable degree of medical certainty that termination of the pregnancy
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is medically necessary because there is a substantial risk that
continuation of the pregnancy could have a serious and adverse effect on
the woman's present or future physic~ he~th,

.. That there exists medical evidence that continuation of the
pregnancy is creating a serious effect on the woman's present mental
health and if carried to term there is substantial risk of a serious or
long lasting effect on the woman's future mental health; and

8. Sterilizations when performed according to criteria contained in
42 Code of Federal Regulations §§44~.250 - 44~.258 and when the
appropriate forms, as established by guideline, are properly completed
and attached to the claim.

FOLLOW-UP OR APTBRCARB DAYS

Fees for surgical procedures include follow-up care for the number
of days indicated in this manual. The Program does not pay the surgeon
for hospital and office visits during the surgical aftercare period.
When the follow-up period is listed as .0. (zero), the listed value is
for the surgical procedure only. ~l post-operative care in those cases
is to be invoiced on a fee-for-service basis.

HOSPITAL OOTPATIBNT VISITS

Medical services provided to a Medicaid patient in a hospital
outpatient setting by a physician, nurse practitioner or nurse midwife
should be billed by using CPT Evaluation and Management codes 99201 -
99205 and 99211 - 99215 in conjunction with a modifier -26 for the
professional component of the hospital outpatient visit. The maximum
allowance for a hospital outpatient visit is $10.00. Providers will DOt
be reimbursed for hospital ou~atient visits UDle.. the modifier -26 is
.u££~x.d to the appropriate CPT outpatient visit code.

Theae ~adPA arp nn~ ~n M uaprl fnr TPpgrr;ng: APrvit'!.a ~n hnspi~A1
inpar.iAn~A nr p_rg:Acn~ rnt'Vn pa~; .nra .q."; t'!PA~prnvirl.rl by; ; nr.~a nT
reA ident s Ar~ nn~ h;11ahlp ~n ~h. PTQg:Tam 11nrlPT An~ t'!;TM1In;"t-~nt'!.a-

KAXDIOII R.B:IMBURS~

The fees listed in this manual represent the maximum fees allowed
for specific procedures. Providers must consider the fee paid by the
Medical Assistance Program as payment in full and are pro~ited by law
from requesting or receiving additional payment from the recipient or
recipient I s family members. If the Program denies payment or requests
repayment on the basis that an otherwise covered service was not
medically necessary I the provider may not seek payment for that service
from the recipient or recipient I s family members.

KBDXCARB/KBDXCAm UCXPXBNTS

Many Medicaid recipients are ~so eligible for Medicare benefits.
The Medical Assistance Program is always the payer of last resort.
Whenever a Medical Assistance recipient is known to be enrolled in
Medicare, Medicare must be billed first. In most instances, the Medicare
number will be imprinted on the Medicaid identification card. INVOICES
FOR THE MEDICARE/MEDICAID RECIPIENT MUST BE SUBMI'rrED ON THE HCFA-1.S00
DI~crLY TO THE MEDICARE INTERMEDIARY.

When billing Medicare on the HCFA-~500 form, place the letters "MMAn
(Maryland Medical Assistance) and the recipient' s ~~-digit
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identification number in B
27. This will assure that
appropriate information to
pay for the deductible or
Medicare and Medicaid in B
do so will delay any payme

lock 9& and check "Accept Assignment" in Block
Medicare will autcmA~ir!~ll~ forward the
Medical Assistance which is responsible to

co-insurance. ~so make certain to check both
lock 1 on the top of the HCFA-1SOO. Failure to
I1ts due.

MODIPIBR.B

A modifier provides th
indicate that a service or
a1 tared by 8ome ~ecific c
or code. When applicable,
by the appropriate modifie
the procedure code in Bloc

means by which the reporting physician can
procedure that has been performed has been

~rcumatanc. but DOt changed in its dafiDi tion
~e modifying circumstance would be identified
~ code, which is a 2-digit number suffixed to

24D of the HCFA-1SOO.

The Program only recoq': ~zes the following modifiers:

-26 Professional ~
are billing for only the p:
radiology (CPT codes 70010

~t: Use modifier -26 to indicate that you
~ofessional component applicable for a

- 79999) service.

ROTE: This modifier i:
CPT codes in the 90281 - 9:

992J.5 when used to report
immunization administratio]
covered under the Vaccines

i DOt to be used with physician visit/service
~499 series, @xc@pt far, procedures 99201 -

lospital outpatient visits and for
1 of vaccines/toxoids or immune globulin
for Children program.

Certain procedures ( e .

diagnostic services) may b
component and a technical
reported separately, the s~
modifier -26 to the usual

., radiology, electrocardiogram, specific
a combination of a physician professional

:omponent. When the physician component is
~rvice must be identified by adding the
)rocedure n\Dl1ber.

The maximum fees listec
parts I a professional c~
will reimburse a provider
reimbursement) when the tec
care facility.

t for radiology services are composed of two
)nent and a technical component. The Program
:or both components (i.e., ~oot of the maximum
:!mica! component is not billed by a health

When a test is performE
intA~r~tAt:;nn nf' rh- r_AU]
item. The interpretation i~
visit.

!d by a laboratory or another physician,
~ is not considered a separate billable

considered to be part of the physician

-30 be.the.i. Servic~
anesthesia must use the mcK
or medical procedure code.
Program, e.xcept: ¥nr prn~~nt

: The provider who administers the
~fier -30 with the applicable surgical
CPT anesthesia codes are Dot U8ed by the
lr~ ~nd~A 00857- Onq~5 Anti n1qgf;.

Codes for the listing c
for surgical procedures ant
10040 - 69979). Anesthesia
code -30 to the surgical px

If anesthesia services are the same as those
are found in the Surgery section (CPT codes

services are reported by adding the modifiEr
.ocedure code.

Payment for anesthesia
postoperative visits. the a
administration of fluids at:
The units of service for at:
of timea a specific procedt
not considered a factor whe

services includes the usual preoperative ~~j
.dministration of the anesthetic, the
,d/or blood and the usual monitoring servic~s.
,esthesia invoices may not exceed the numbe~-
Ie was Performed on the date given. Time is
:n billing for anesthesia.
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The ~y~~ reimbur.ement for ane.the.ia .ervice. i. 30% of the
li.te4 fee for the .urgical procedure. The minimum allowance i. $30.00.
This modifier should be used only by the anesthesiologist and not by the
surgeon.

-50 ~tiple or Bilateral Procedure.: Use modifier -50 when
~tiple or bilateral 8Urgical procedures (CPT codes ~0040 - 69979) are
provided at the s~ operative session. The maj or procedure should be
reported without a modifier. Use the modifier for the second and
subsequent procedures.

The Program will pay up to the &mOunt listed in the fee schedule for
the procedure without the modifier and up to 50' of the amount in the
fee .ched~e for the procedure. with the code -50 8Odifier.

HOTB: When a procedure has a code for both a single procedure and
for each additional procedure, use the procedure code for the second and
subsequent procedures and add the code aK;)difier -50. When only one
procedure code is available, regardles8 of the number of procedures
performed, use the same procedure code with the modifier -50 to report
the second and subsequent procedures of that type.

Bilateral Procedure. - When there i. no procedure code to identify
bilateral procedures, u8e the code for a unilateral procedure plus the
~ code with a DM:>difier -so to identify that the service vas provided
bilaterally. Do not charge separately for component or related
procedures which are part of the maj or procedure. Codes for such
procedures are li.ted for those occasions when they are perfo~d as a
. separate procedure..

-80 A8aiatant SUrgeon: Use modifier -80 with the applicable
surgical procedure code (CPT codes 10040 - 69979) to indicate the
8ervices of a physician acting as surgical assistant. Y8_~ ~ P&Y88Dt i.
20' o~ the liated ~.. ~or tbe procedure. The minimum allowance is.
$25.00. THE LqQTQT~ RT1RGRnN MrJST ~R A PHYQYCYAN who is an enrolled
Medical Assistance provider. This modifier should only be used for the
assistant surgeon.

HON-COVDBD SBR.V:ICBS

S@rviC@8 vhi~h t-h- PT~Am doe. ~~ ~ftV.r AT~

1.. Physicians' services not medic~ly jU8tified

2. Non-emergency dialysis .ervices related to chronic kidney
disorders unless they are provided in a Medicare-certified facility

J. Physicians' inpatient ho8pital services rendered during any
period that i8 in exce8s of the length of stay authorized by the
Utilization Control Agent (UCA),

4 . Physicians I services denied by Medicare as not medically

necessary,

5. Services which are investigational or experimental

6 Autopsies

7 . Physicians' services included .a part of the coat of an
inpatient facility, hospital outpatient department or tree-stan~g
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clinic,

8. Payments to physi
venipuncture and capillax

cians for specimen collections, except by
y or arterial puncture,

9.

aids,
Audiometric tests for the sole purpose of prescribing hearing

10.
States,

Inmunizations req ~red for travel outside the continental United

11. Inj ections and vi
inj ections, ~ess medica
to take appropriate oral'
medical record,

sits solely for the administration of
1 necessity and the patient I s inability
medications are documented in the patient I s

12. Visits solely to accomplish one or more of the following:

&. Prescription,
specimens for laboratory ]

b. Recording of .
c . Ascertaining t
d. Interpretatio]

drug or food supplement pick-up, collection of
procedures,
an electrocardiogram,
~ patient's weight,
~ of laboratory tests or panels,

13 . Medical Assistanc4
nervous system stimulants
control,

a prescriptions and inj ections for central
and anoretic agents when used for weight

14 . Drugs and supplie!
by the physician at no CO!

a dispensed by the physician which are acquired
at,

15. Preoperative eval\
for administration of anef
cons~tations or hospital

lations for anesthesia are included in the fee
Ithesia and the provider may not bill them as
visits,

16. Referrals from onE
specific patient problems

~ physician to another for treatment of
may not be billed as consultations,

1. 7 . The operating ~
anesthesia or for an assi~
surgeon I s employ.

reon may not bill for the administration of
Itant surgeon who is not in the operating

18. The Program will I
x-ray services performed k

~t pay a physician for those laboratory or
IY another facility,

19 . The Program does r:
before one preoperative ir:
Program,

~t cover services rendered to an inpatient
lpatient day, unless preauthorized by the

20. Acupuncture is not a covered service

21. Radial keratotomy is not a covered service,

22. Disposable medic~ supplies,

23. Services prohibite d by the Board qf Physician Quality Assurance,
and

24. The provider may not bill the Pr~ram or the recipient for:
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24. The provider may not bill the Program or the recipient for:

&. Completion of forms and reports,
b. Broken or missed appointments t

c. Professional services rendered by mail or telephone,
d. Services which are provided at no charge to the

general public t and
e. Providing a copy of a recipient's medical record when

requested by another licensed provider on behalf of the recipient

P A Y)!BNT Dl PULL

Reimbursement for services will be paid up to the maximum fees
allowed by the Program. All payments made by the Program to providers
shall be considered as payment in full for services rendered and no
additional charge shall be made by the provider to any person for
covered services. Acceptance of payment from the patient or patient's
family in addition to payments made by the Program constitutes an
Ov@~A~nt which is in violation of Federal and State regulations.

PHYS:rC:IAHS' SBRV:ICBS U:IKBtrR.SmmNT

The fee schedule for physicians' services lists the CPT-4 codes used
by the Program and the maximum fee paid for each coded procedure. A
provider using CPT terminology and coding selects the procedure or
service that most accurately identifies the service performed. Any
service or procedure should be adequately documented in the medical
record. Providers must maintain such records as are necessary to
document fully the services provided. The records must be retained for
six year.. Lack of acceptable documentation may cause the Program to
deny payment or, if payment has already been made, to request repayment,
or to impose sanctions, which may include withholding of payment or
suspension or removal from the Program. Payment for services is based
upon the procedure code (s) selected by the provider. Although some
providers delegate the task of assigning codes, the accuracy of the
claim is solely the provider's responsibility and is subject to audit.

PREAUTBOR:IZATION

~. Some physician services within the fee schedule require
preauthorization. Preauthorization is required for the following
procedures or services:

.. Cosmetic Surgery - to correct a congeni tal or acquired
anomaly will be preauthorized when there is documentation that the
anomaly represents a significant deviation from the normal state and
affects the patient's health to a degree that it impairs his or her
abili ty to function in society,

b. Contact lens evaluation aDd fitting - when there is medical
justification,

c. LipectCDy and paDDiculectCDy - when there is an abnormal
amount of redundant skin and subcutaneous tissue and that this is
causing significant health problems in the patient,

d. All evaluations, procedures aDd treatment related in any way
to sex reassignment - when the patient is enrolled in a Sexual Behaviors
Consultation Program and/or Gender Identity Clinic recognized by the
Program and the patient is transsexual which impairs his or her ability
to function in society (also applies to e. and f. below), ,I
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e. Medical A88i.tance pre.criptio~ aDd injection. for female
ho~e. for biologic mal..,

f. Kedic~ A8si.taDce prescripti~ aDd inj 8ction. for ma~e
hormones for biologic females,

g. Transplantati0D8 of vital org~ - when more conservative
forms of treatment have failed,

Service. rendered to an inpatient before ODe preoperativeh.
day, and

i. Surgical procedure. for the treatment of morbid obe.ity -

preauthorization criteria include:

1) the patient is at least 100 !bs. overweight or loot over
ideal body weight, whichever is less,

2) the obesity is of at least three year's duration,
3) there is a history of serious but futile attempt. at

weight reduction under medical supervi.ion,
4) there is an absence of any correctable endocrinopathy

which might contribute to obesity and ,
5) a psychiatric evaluation is performed to determine the

stability of the patient in terms of tolerating the operative procedure
and post-operative 8equelae.

2. Services which have been determined by Medicare to be
ineffective. unsafe. or without proven clinical value are generally
presumed to be not medically necessary. but will be preauthorized if the
provider can satisfactorily document medical necessity in a particular
case. These services are found in the Medicare Carriers Manual. Part 3.
Claims Process. Chapter II. Coverage Is..~es App-~di-~.

3. The Program will preauthorize .ervices when the provider 8Ubmits
adequate documentation de1lK>nstrating that the service is both D.8C...ary
and appropriate. "Necessary" means directly related to diagnostic,
preventive, curative, palliative or rehabilitative treatment.
-Appropriate" mea~s an effective service that can be provided, taking
into consideration the particular circumstances of the recipient and the
relative cost of any alternative services which could be uaed for the
.a.- purpose.

PreauthorizatiOD for all .ervice. which require it mu.t be requested
in writing. A preauthorisation aeque.t Fo~ for Phy.ician Service. (DHMB
4523) must be completed and submitted to:

x.dical Care Operations A~~ ~~ .tratioa
Divi.ion of Claims proce..ing .

P.O. Box 17058
Balti80re, Maryland 21203

Specific documentation must be attached to the preauthorization
request form which includes but is not limited to the following:

&. Complete narrative justification of the procedure (s)
b. Brief history and phy8ical exam,
c. Re8ult of pertinent ancillary studies if applicable,
d. Pertinent medical evaluations ~d consultations if

applicable.

and
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Hot.: Preauthorization for contact lens evaluation and fitting
should be submitted on the request form for Vision Care Services DHMH
4546.

For all written requests for preauthorization, the phY8ician
will receive written notification of the Program 18 decision. If the
request is approved, a preauthorization number will be given. This
number must be entered in Block 23 of the HCFA-~500 claim form when
billing for the service. Authorizations are valid for only 60 days from
the date of the letter of approval. Program approval of preauthorization
requests only relates to the medical necessity of providing the service
descrLbed in the written request. The approval is not a verification of
the patient I s eligibility for Medical Assistance.

4. Preauthorization must be obtained prior to making any
arrangements for sending a patient out-of-state to a non-contiguous
state for ~l~~~i v~ services. Contiguous states are those which surround
the State of Maryland. They are: Delaware, Pennsylvania, Virginia and
West Virginia and Wa8hiDgton, D.C. Referrals to these four states and
Washington, D.C. do not require an out-of-state preauthorization. They
may, however, require preauthorization for other reasons, such as, for

organ transplants.

5. Preauthorization normally required by the Program is waf. ved when
the service is covered and approved by Medicare. However, if the entire
or any part of a claim is rej ected by Medicare, and the claim is
referred to the Program for payment, pa~t will be made for services
covered by the Program only if authorization for those services has been
obtained before billing.

Please refer to Program regulations OCMAR ~o. 09.02 and current
guidelines and/or transmittals for additional information on services
requiring preauthorization.

SUPPLBlmNTAL PAYMENT

An additional 20\ supple.-ntal payment will be made for the
following Medicine and Surgery procedure codes when performed in a Hcme
or Qff1l!~ setting:

PT~AmlY"~ ~nl1~ S@rvic~

91.0

920
925
930
93.9
940
946
947
950
950
951.
958
965
969
970
1.00
364
598

Gastroenterology
Ophthal~logy
Otorhinolaryngology
Cardiovaacular
Cardiova8cular
Pul~ary
Pulmonary
Pul~
Allergy
Allergy
Allergy
Neurology
Chemotherapy
Dermatology
Physical Medicine

Surgery

'00
18
02
00
80
10
64
20
27
56
20
1.9
20
00 .

10
40
20
12 .

.91

.92

.92
.93
.93
. 94
.94
.94

.95

.95

.95
.96
.96
.97
.36
.59
.59

,299
317
596
799
981
652
690
799

,078
180
958
545
912
752
406
410
830
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59850 - 69979

An additional 100' supplemental payment will be made for the
following Surgery procedure codes when performed in an Offic@ setting

59840 - 59841 Surgery

THIRD - PARTY UCOVD.IBS

In general, the Medical Assistance Program is always the payer of
last resort. If a recipient is covered by insurance or other third-party
benefits, the provider must seek payment trait that source first. The
only exception to the MA as payer of last resort rule is for the
provi.ion of well child/Healthy Kids service. and prenatal care. Bill
Medical ~siatance firat for these aervices, even if the recipient ~
other insurance. If payment of a claim is made by both the Program and a
third party, the provider must refund to the Program either the amount
paid by the Program or the third party.

URL:ISTBD KBD:IC:ID OR SURGERY PROCBDURBS

It is recognized that there may be .~cific services or procedures
performed by physiciana' services providers that are not found in CPT.
Therefore, certain CPT code numbers ending in .". have been designated
for reporting unlisted procedures. When an ~isted procedure number is
used, the service o~ procedure must be described by an attached report
to the invoice.

Tnvnil!A8 vi t"h ,,", '.~Ad pT'~_dtlT'~. M[JS'1' ~ .~~C3IJpani~d ~ "1~i~a1

a..., .r.n~A PY"CQr;aID .

Pertinent infor!Dation should include an adequate definition or
description of the nature, extent and need for the procedure; and the
time, effort and eq~pment necessary to provide the 8ervice.

Attached reports unlst be legibl~ and must be k~~d to the unlisted
procedure code{s) on the BCP'A-1.S00. An alpha or numeric indicator on the
claim form beside the procedure code should be keyed to the
corre8ponding section or page of the report with the same indicator to
facilitate man11al review and valuation.

USUAL AND CUSTOMARY CHARGES

Providers muat bill the Program their usual and custceary charge to
the general public for 8imilar 8ervice8, AX~Apt for, injectable drug8,
the provision of diagno8tic or therapeutic radiopharmaceutica18, and
supplies, in which case, providers must bill their acqui8ition cost.

Payments to providers will be the lower of the

Physician' 8 customary charge or acquisi tion CO8t or
Program's fee schedule.

1.
2.



, 1
3.3

SERVTCES :INFORMAT:ION' SRCT:IOH

ABORTJ:ONS

Abortions have specia
them to be covered by the
reimburse providers for aJ
listed below exists:

1 requirements wnich must be met in order for
Medical Assistance Program. The Program may

bortions provided that one of the conditions

1. The abortion is nec
-ndangered if the fetus Wf

:essary because the life of the mother would be
tte carried. to te%m.

2. A document is submi
agency or public heal th .-
was reported.. The document

L tted by AD official of a law enforcement
arvice where the rape or incest of the mother
: includes the following information:

of victim,
of person making report (if different from

a. name and address
b. name and address

the victim),
c. date of the rape
d. date of the repc
.. statement that t

! or incest incident,
Irt,
he report was signed by the person making it,

and
f. name and signatu

or public health service w
re of the person at the law enforcement agency
ho took the rape or incest report.

3. The abortion is nec
judgment of the attendi!!g :
likely to r..ul t in the de

essary because, based on the professional
physician, continuation of the pregDaDcy is
ath of the woman.

4. The attending physi.
degree of medical certaint:
termination of: pregnancy i,
.ubstantial risk that cont:
and adver.. effect on the ,

cian certifies that, within a reasonable
r, based upon his/her professional judgment,
s medically necessary because there is a
LDuatiOD of ~ pregDaDcy could have a .erious
~IS present or future physical health.

5. The attending physic
judgment, there exists medj
pregnancy is creatiDg a 8.J
health and, if carried to t
or long lasting effect on t

:ian certifies that, in his/her professional
Lcal evidence that continuation of the
:ioua effect on the woman' s present mental
:erm, there is substantial riak of a .erioU8
~e woman'a future mental health.

6". The attending physic
degree of medical certaint~
this abortion i. necessary
defect or 8erioua deformity

:ian certifies that, within a reasonable
" based on his/her professional judgment,

becauae the fetus is affected by genetic
. or abnormal. i ty .

7. The attending physic
necessary for a victim of r
incident has been r~rt.4
heal tb or social agency.

ian certifies that this procedure i8

'ape, 8e:xual offense or incest, aDd the
to a law enforcement agency or to a public

The -Certification o.f A
submitted to the Medical As
hospital, clinic or agency ,

a termination of pregnancy
ectopic pregnancy) or for m
terminate a pregnancy for v
59850 - 59852, 59855 - 5985'

bortion- DBMH 521 must accompany any invoice
sistance Program by a practitioner,
when such invoice is for services related to
(except spontaneous abortion or treatment of
edical procedures necessary to voluntarily
ictims of rape or incest (59840 - 5984~,
7) .

.1
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It is also necessary that the medical record reflect the medical
nece..ity for the therapeutic abortion a. determined by the certifying
phy.ician. The 8pecific cODdition for which the abortion wa. perfoz:88d.
must be documented in thi. record. Such documentation must explicitly
state, at the time of service, the physician t s findings which indicate
the basis on which the ~dical nece8sity for the abortion was
determined. Completion of the certification form alone is not sufficient
to serve a8 documentation, nor is it sufficient to render a clinical
opinion and/or diagnosis without supporting evidence in the ~dical
record. Lack of acceptable documentation in the medical record will
cause the Program to deny payment, or in those cases where payment has
been made, the Program will require repayment from the provider.

ALLDGY :IHNtJHOTHBRAPY

1. Pr~-"'Y"A ~MA g~117

The Program will reimburse for a maximum of ~ units of service for
this procedure regardless of the number of inj ections gi yen at one
visit.

2. Pro~8dur. ~odA. O§120 ~~h O§1~4c

These codes refer to the inj~~~inn of the allergen in the
pr_~~rfhfnQ p~.f~ian'. office and include the office visit. Do not bill
for an office visit in addition to these codes. The Program will
reimburse for only ana unit of service for these procedures regardless
of the number of injections given at one visit.

When allergy injections are administered in ~~h~r than the
prescribing physician's office, use the apprqpriate office visit code
only if there is a separate identifiable medical service, otherwise, use
code 95117. The length of observation time spent by the patient in the
office or facility does DOt increa8e the level of service.

Off1~ ~~1~i:~~r ~rlX!AdurA ~nn.. QC;~2a - g~1-:14 in .ddi t: ion t:o t:h8

3. Pro~8dnr. ~MA g~144

This code refers to the prApar.~inn and p~Ai~n of antigens for
the patient and includes an office visit. The Program will reimburse for
only one unit of service for this procedure regardless of the number of
injections given at the visit.

a:ITICAL CUB

CPT procedure code. 99291 (first hour) and 99292 (each additional
30 minutes) are used for critical care services when a phy8ician is
required to be in constant atte~dance, usually in a critical care
area, as a resul t of a medical emergency, such as cardiac arre.t or
respiratory failure. These codes are not u.ant to de.cribe daily
visits by physicians to non-critically ill patients in critical care
areas (use subsequent hospital care, 99231 - 99233, or hospital
consultation code., 99251 - 99263, as appropriate) .

Procedure code 99291 may be billed ODce per day and code 99292
four t~. per day. The maximum reimbur~t allowed for both
procedures within a five-day period is $100.00. Additional claims
received for the same five-day period above this amount will be
rejected. The rejection can be appe.led in writing if there is
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sufficient documentation in the patient record to substantiate that
the patient was in cardiopulmonary arrest or similar medical
emergency, ~tiple times, during the period in question.

PAXILY PLANNZNG SBRv:r.c:sS

Abortions and hysterectomies are not considered family planning
services. Common family planning procedures include:

Pro~AdurA Cod. D&.(!rip~i~ft ~~ SArvi(!A

Jl055
J7300
58300
58301
A4260
11975
11976
11977
99070
57170

Depo-provera Contraceptive
1:tJDtit
IUD iD.sertion
IUD Removal
Borplant Xit
Borplant 1:naertion
Borplant R~al
Borplant Removal v/Reinsertion
Diaphragm
Diaphragm Pi tting

The following CPT Evaluation and Management codes should be used
for billing for family planning services in conjunction with an ICD-9
diagnosis code of V25:

HAW Pa~.iAn~.
99201 - 99205
99241 - 99245
99384 - 99386'

R.~ab1i.hAd PA~iAft~.
99211 - 99215
99394 - 99396

GYNECOLOGY

The appropriate Preventive Medicine codes should be used for
annual gynecologic exams for asymptomatic patients. Use 99384 - 99387
for new patients or 99394 - 99397 for established patients. A Pap test
is considered part of the office visit and only billable by the
laboratory which reads and interprets the slide.

The appropriate Evaluation and Management codes should be used for
symptomatic patients. Use 99201 - 99205 for a new patient or 99212 -

99215 for an established patient.

BBALTBY xms /BPSDT

1. Preventive Medicine Services

The Healthy Kids/Early and Periodic Screening, Diagnosis and
Treatment (EPSDT) Program is a comprehensive pediatric program to be
billed only by those physicians, nurse practitioners and free-standing
clinics who have been certified by the Program as Healthy Kids/EPSDT
providers. This program uses both local alpha-numeric HCPCS and CPT
HCPCS for billing well child care:

New Patient/Pull Screena. W9075 or 99381 - 99385 -

A full screen includes a health and developmental history,
unclothed physical exam, appropriate laboratory tests, immunizations
and health education/anticipatory guidance.
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W9076 - Hospital ou~atient Department Screenb.

This code is used for both new and established patients
for those physicians' services not included in the cost-based hospital

rate.

Bstablished Patient/Full ScreenW9077 or 99391 - 99395 -c.

A full screen is completed on an established patient at
subsequent intervals.

Xnterperiodic/Partial ScreenW9078 -d.

These visits are provided as follow-up to a full screen to
reassess the Child I s physical, developmental/mental status or a
condition previously diagnosed". The scope of the service may be
limited to that which is medically necessary to diagnose and treat the
patient or to refer the patient for specialty care.

W90BO - Pull ScreeD, State-Supervised Caree.

W908~ - Partia~ Screen, State-Supervised Caref.

Both of these codes are used for new and established patients
who are in the care and custody of a State agency pursuant to a court
order or a voluntary placement agreement (foster care) .

2. Objective Tests

Other procedure codes for Objective tests approved by the Healthy
Kids Program which are used in conjunction with the screening
procedure codes are:

Developmental Test - 96110, 96111
Bearing/Screening Test - 92551
Vision Screen - W0609

&.
b.
c.

Other Ancillary Services3.
Immunizations, on-site laboratory services and family pl~~ning

services are additional procedures which can be used in conjunction
with a Healthy Kids exam. Please refer to the Healthy Kids Program
Screening Provider Manual and Billing Instructions for additional
information, or call your Healthy Kids Nurse Co~tant at (410) 767-
1485 or (800) 685-5861, X1485.

Vaccine Administration/Vaccines for Children Program4.

Eligible providers should bill for administering childhood
vaccines received free fran the federal Vaccines for Children Program
(VFC) by using the appropriate CPT code for the vaccine/toxoid or
immune globulin in conjunction with the modifier -26'. The maximum
reimbursement is $~O. 00 per administration. Providers will not be
reimbursed for vaccine admiDi.tration unless the modifier -26' is
.n~£i~.d to the appropriate CPT vaccine code. VFC immunization
administration codes are as follows:
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VACC:I:NB CPT-26

90
90
90
90
90
90
90

.90700-26

.90702-26

.90707-26

.90712-26

.90713-26

.90716-26

.90718-26

90720-26

90721.-26
90744-26
90745-26

Hepatitis B Immune Globulin (HBIG)
Hemophilus influenza b, BbOC conjugate (Bib)
Hemophilus influenza b, PRP-D conjugate (Hib)
Hemophilus influenza b, PRP-OMP conjugate (Hib)
Hemophilus influenza b, PRP-T conjugate (Hib)
Influenza virus, split virus, 6-35 months
Influenza virus, split virus, 3 years/above
Diphtheria, tetanus toxoids and acellular

pertussis (DTaP)
Diphtheria and tetanus toxoids (DT, 0 - 6)

Measles, mumps and rubella virus (MMR)
Poliovirus, live, oral (OPV)
Poliovirus, inactivated (IPV)
Varicella virus, live
Tetanus toxoid and diphtheria (Td, 7-~8)

Diptheria, tetanus toxoids, whole cell pertussis
and Hemophilus influenza b (DTP-Bib)

Diptheria, tetanus toxoids, acellular pertussis
and Hemophilus influenza b (DTaP-Hib)

Hepatitis B, pediatric or pediatric/adolescent
Hepatitis B, adolescent/high risk infant
Hepatitis B and Hemophilus influenza b

(HepB-Hib) 90748-26

5. Sick Visits

Healthy Kids billing codes can be used when a child is being seen
for an illness if the child is due for a well child exam and if all of
the requirements for a Healthy Kids exam can be completed. If the
child has already received a preventive well child exam or is too sick
to complete a full Healthy Kids exam, use the CPT Evaluation and
Management codes (99201 - 99215) for sick or acute illness related
office visits.

HYSTBRECTOKIES

The Program will n~~ reimburse for a hysterectomy performed on an
individual if done for the following reasons:

1. It was performed solely for the purpose of rendering the
individual permanencly incapable of reproducing, or

2. There was more than one purpose to the procedure, and it would
not have been performed but for the purpose of rendering the
individual permanently incapable of reproducing.

The Program ~ reimburse for a hysterectomy not covered by
and 2. above only if the following conditions are met:

1. The person who secured authorization to perform the
hysterectomy has info~ the iDdi vi~ and her representative, if
any, orally and in writing, that the hysterectomy will reDder the
individual pe%maneDtly incapable of r~roducing, and

2. The individual or her representati ~ I if any I has signed a
written acknowledgement of receipt of that I information.

Informing the patient and ackno~ledgement by the patient that she

371
645
646
647
648
657
658

-26
-26
-26
-26
-26
-26
-26
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necessary when the following conditions exist

1. The individual was already sterile before the hysterectomy, or

2. The Lndividua1 requires a hysterectomy because of a life-
threatening emergency .ituation. Here the physician determine. that
prior informing and acknowledg~t are not po.sible, and

3. The physician who performs the hyaterectomy

a. Certifie8, in vrit:iDg:, that the individual was already
sterile at the time of the hysterectomy and states the cause of the
sterility, or

b. Certifie8, in wri~in~, that the hysterectomy was performed
under a life-threatening emergency situation in which the physician
determines that prior acknowledgement was not possible. The physician
must also include a de8cription of the nature of the emergency.

Regulations require the physician who performs the
hysterectaay (not a secondary provider such as an a8sisting .urgeon or
&nesthe8iologi8t) to certify that the woman met one of the ~cified
exemptions. A 8Docu8eDt For By8terecta8y8 DBKB 2990 must acc~~y
every invoice for a hysterectaay (5~925, 56308, 58~50 - 58285, 5895~,
59~35, 59525). Do not bill other services on the same claim form with
this procedure.

I1fJBCTABLB DRUGS

The Program reimburses physicians' service. providers
their acquisition cost for any drugs injected in the office or home
setting. The maximum reimbursement established for each J-code
represents the ~Ati~t~d actual cost of the drug to the provider.
These fees are not published in this mantta 1.

Phyaicians must bill their acquisition coat for injectable drugs.
The acquisition cost must be the charge in Block 24P of the BCFA-~500
The Program' s maximum reimbursement will be the physician's
aoquiaition cost. The acquisition cost is defined as the purchase
price of the drug (less any discounts) -Fn... ~hA .mn11n~ a~ini.t~r~d,

including any portion of tax and shipping. The BCFA-~500 mu8t include
the J-code in block 24» and the number of unita administered in Block
24G. '1"hA d~R.Q~ nf th~ ,T-t'!nd~ ~i_R ~h~ nUlnb@r ~f 11ni ~R aqJJalR ~h~

t"n~.l a~nt" n-F t"h. rlY'UQ .t'!t"JJall~ g:iVAn-

When an injectable drug is adm;ni.tered which does not have a
specific J-code or the -strength" is different from the ones listed,
indicate the na.- n¥ ~h. rlT'\lg, ~ R1111t~T. and the ~~~Al .mnt1n~
arlminiR~~r@d, and use the appropriate t1n~'A..; fi~rl .:r-t!M~ in Block 24D
of the HCFA-1S00. The maximum number of units which can be
administered for an unlisted injectable drug i. -1.- Use J9999 for
unclassified antineoplastic drugs and J3490 for all other unclassified

drugs.

Claims that contain unli.ted codes cannot be processed for payment
without an attached copy of a recent invoice which clearly shows the
per unit cost of the drug. Unclassified procedure codes require manual
review and payment may be delayed. Payment processing can be
facilitated by writing on the attached invoice the calculation used to
determine the acquisition cost of the unlisted drug. The drug name
written on the HCFA-1.500 must agree with the name of the drug listed
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written on the HCFA-1SOO must agree with the name of the drug listed
on the invoice. The actual cost documentation is only required for
unli8ted inj ectable drugs. ~
MATBRN:ITY CUB

The Program does not reimbur8e physicians for -global
care8 for maternity services. CPT code 59400 is not used. Instead, the
Program will reimburse for vaginal delivery, including in-h08pital
postpartum care, as a separate procedure, code 59410. Cesarean
deliveries are generally billed U8ing code 59515. The Program will
also pay for antepartum care using codes 59425 - 59426 and for
postpartum care (outside the hospital) using code 59430. P~~~mlr~a
~q4~~ - ~q42g A~A P4¥BhlA AR AAp..,.ar- Ant!nttnr..,.. .,.~rh~~ t-h~n aa a.

g:x:rntp n~ ViAi~. ~A "-Ar!~iMd i~ ~P'I'- Prenatal care services may also
be billed using the appropriate Evaluation and Management code for
each visit as described in CPT. In general, the first prenatal visit
will be the most detailed and comprehAneive and follow-up visits will
be less comprehensive and require less time.

Vaginal and cesarean deliveries must be billed separately from
prenatal care. A claim for a delivery which includes other procedures
on the same date ot service must list the delivery first and then the
BUbsequent procedures with the appropriate modifier. A tubal ligation
performed at the time of a cesarean delivery must be billed 8eparately
using procedure code 58611 with a modifier -50 and include the
Sterilization Consent Form.

In addition to the services no~ly provided with prenatal and
postpartum office vi.its, physicians may bill for two extra .ervices
covered under the Healthy Start Program, risk assessment and enriched
maternity service.. .

CQda tion o~ 8arvi~.

D..~rip

W9090 Prenatal ai.k Aa..s888Dt-PlaD o~ Car. - The Prenat~ Ri.k
Assessment form (DBMH 4850) is completed at the time of the initial
prenatal visit. Each Prenatal Risk Assessment form must be aubmitted
to the recipient's local health department regardless of ri.k status.
One unit of service will be reimbursed for each pregnancy.

W9091 BDriched Maternity Service - Enriched maternity services
can be provided in conjunction with and in addition to each prenatal
and postpartum office visit (up to 60 days after delivery). These
services may include counseling, health education, nutrition
education, care coordination, referral to services such as WIC,
smoking cessation, drug and alcohol treatment or family planning.

call (410) 767-6750 or (800) 685-5861, X6750 for additional
information concerning the Healthy Start Pr~--xam.

NBORATAL :tNTBNS:IV:B CA:R:B

Procedure codes 99295 - 99298 are UBe~ for neonatal intensive care
services provided by a physician directing the care of a neonate or
infant in a neonatal intensive care unit (NICU). In order for
providers to be reimbursed for NICU services, the following
requi~ts must be met:

1. All of the services included in the current CPT ~CU code
descriptions, glObal descriptors and parenthetic notes must be
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. ~bgArv.t:inn b~ ~hA h~Al~h
thYOnll~hrn1~ A 24-hnur- per-1M- And ~nng~~~ .

~~YO~ ~.am Ilnn.yo n;~~~ !,~i~i~n .llpervigi~.

2. Services must be provided to patients in a H:Ial who are
r!orit-i~All~ ill, either Rt"cah1. nor ttnRt"cAblA, and require cardiac and/or
respiratory support (ventilator or nasal CPAP).

3. The following guidelines should be used to determine the
appropriateness of using the NICU codes instead of the Initial
Hospital Care codes (99291 - 99293) or SUbsequent Hospital Care codes
(9923~ - 99233). The lists of specific appropriate circumstances are

meant to give guidance and not to be restrictive. 'I'h- qI,A1 i ~pnQ:
~i...t'!1'm.~.n~A. u.~d ~~ rA~~ A pa~it'!1,1Ar 1Av~1 n~ .~T"Vi~~ mua~ hA
.deql'A~~l~ d~_n~.d in ~h~ ~it!al r~t!~rd.

a. 99295 - XDitial neonatal int8D8ive care provided on the
date of adai..ion.

1) Neonate below ~, 000 grams,
2) Neonate requiring assisted ventilation (CPAP or IMV)

3) Neonate recei vine cardiova8~ar drugs parenterally,
4) Neonate with Im1ltiple organ 8Y8tem dysfunction,
S) Neonate with a major surgical problem on the first

surgical day, regardless of the number of prior 8urgical
interventions, or

6) Neonate with major cardiac anomalies.

99296 - Sub.equent D8ODAtal intensive care, ~tableb.
neonate

1) Neonate below ~, 000 grams,
2) Neonate on assisted ventilation requiring frequent

changes in ventilator settings,
3) Neonate with acute deterioration who requires

reintubation and assisted ventilation,
4) Neonate recei vine cardiovascular drugs parenterally,
5) Neonate with multiple organ system dysfunction, or
6') Neonate following major surgery on post-operative day

one

99297 - Sub.equent DeODatal int~ive care, .tablec.
neonate.

1) Neonate below ~, 000 grams receiving cardiac and/or
respiratory support, or

2) Neonate on assisted ventilation requiring infrequent
ch~ges in ventilator settings.

d. 99298 - Sub8equent neonatal inten8ive care, recovering
very low birth weight DeODate.

~). Neonate below ~, 500 grams receiving intensive cardiac
and respiratory monitoring, and

2). Neonate was critically ill and received prior initial
and subsequent neonatal intensive care.

NEWBORN CA.R.B

A newborn infant can receive a Healthy Kids initial screen while
in the ho~ital. Use billing code ~907S for the initial exam only
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in the hospital. Use billing code .9075 for the initial exam only
instead of the newborn care CPT codes. The following CPT-4 codes are
used to report services to normal neWborns in hospital and office
8ettings:

r
Pro~Adur. ~~. Code

99431
99433
99432

99221 - 99223
99231 - 99233

or
or

Initial Care. Bo~ital
Subsequent Care. Boapital
Initial Care. Office

Op~~..LM!)LOGY

This service is included1. Do not bill separately for ~~"nmA~~
in an office visit.

2. The fitting and dispensing of eyeglasses can be billed on the
BCFA-1.500.

PATHOLOGY AND LABORATORY

1. specific information concerning pathology and laboratory
services can be found in the Medical Laboratories Provider Manual and
Pee Schedule under COMAR 10.09.09. Call (410) 767-1455 or (800) 685-
5861, X1455 tor additional information or a copy ot this document.

2. Physician Office Laboratori..

Physicians may only bill the Program for those laboratory
procedures which they perform or are performed under their direct
supervision. Physician8' services providers cannot be reimbursed for
clinical laboratory services without a Clinical Laboratory Improvement
Amendments (CLIA) certification and approval by the Maryland
Laboratory Administration if located in Maryland. Laboratory
procedures which the physician refer. to an outside laboratory or
practitioner for performance must be billed by the laboratory or
practitioner. The phY8ician may not bill for any laboratory procedure
which is referred to a laboratory or another physician.

xnterpretation of laboratory re.ul t8, or the taking of .pecimeDs
other than blood, i. con8idered part of the office visit and may not
be charged a. a .eparate procedure.

UDIOLOGY

The nuclear medicine codes (78000 - 79999) are to be used for in-
vivo testing only. In-vitro tests are described in the Pathology and
Laboratory section of CPT (80049 - 89399).

When performing radiology services using hospital equipment and/or
staff, bill only for the professional component by adding the modifier
-26 to the procedure code. Payment for the professional component
shall be a percentage of the total fee as follows:

t!Pr-4 .. o~ 'Po~.1 .-

42
28
SO

70010 - 76499

Canpute::ized Tomography
76506 - 79999
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~~.L D:IALYSI:S

Physicians' services provided to a renal dialysis patient include
only those routine professional services that entail substantial
direct involvement and the physical presence of the physician in the
delivery of services directly to the patient. Routine professi~
services include all physicians' services furnished during a dialysis
session that meet the following requirements:

~. They are personally furnished by a phy~ician to an
individual patient,

2. They contribute directly to the diagnosis or treatment of an
individual patient and

3. They ordinarily must be performed by a physician.

Routine professional services associated with renal dialysis
include at least all of the following services when medically

appropriate:

~. Visits to the patient during dialysis and review of laboratory
test results, nurses' notes and any other medical documentation, as a
basis for,

&. Adjustment of the patient's medication or diet, or the
dial.ysis procedure,

b. Prescription of medical. supplias, and
c. Evaluation of the patient' s psychosocial status and the

appropriateness of the treatment modality.

2. Medical direction of staff in delivering services to the
patient during a dialysis session.

3. Pre-dialysis and post-dialysis examinations, or examinations
that could have been furnished on a pre-dialysis or post-dialysis
basis.

4. Insertion of catheters for patients who are on peritoneal
dialysis and do not have indwelling catheters.

Ug~ _CPT ~"'QC.nttr. cnd~a aA A~~...n~ria~~ fnr ~.,.nf".AAi nn~l A~rvi~~g
r~nd~r~d ~n an innividual pa~iAnt-!

90935 Hemodialysis procedure with a single physician evaluation

90937 Hemodialysis procedure requiring repeated evaluation(s)
with or without substantial revision of dia1ysis prescription.

90945 Dialysis procedure other than hemodialysis (e.g.,
peritoneal, hemofiltration) with single physician evaluation

90947 Dialysis procedure other than hemodialysis (e.g.,
peritoneal, hemofiltration) requiring repeated evaluations with or
without substantial revision of dialysis.

Insertion of a cannula or catheter should be billed using
procedure code 49420 or 49421.

NOTE: Ph~gicianal g~rviC~A ~n a -r-_nal d;~l~a;a pati_n~ nntg~



,
23

~ auppgrtAd ~ a l!~ntelDl1Cran.nt1a _nrX)! in rh~ mAti; ~A1 ~nrd. writ~an
anti aignad ~ rh~ Att~ntiin~ ph¥Ai~ian. tinl'!1~n~;ng: ~hA~ t"h~ phy.ir!iAn

pA'r"A~nA11~ pr~idAti ~h~ .~rvi~~A- Tnatiaql1.t"~ tin~1m~n~.t"inn wi11 r~RU1t

in ti~n{.l ~f pa¥lDent" nr if' pa~nt" baA a1'r"~A~ M~n mati~. in r~r!nv~X)!

nf pa~nt ~

or

STD.:IL:IZAT:IOHS AND TUBAL LIGAT:IONS

Sterilizations have special requirements which must be met in
order for them to be covered by the Medical Assistance Program. The
Program will reimburse for the sterilization of an individual,
including a tubal ligation, only if ~ of the following conditions
are ~t:

1. The individual is at least 21 years of age at the time consent
is obtained,

2. The individual is not mentally incaupetent,

3. The individual i. not institutionalized

4. The individual baa voluntarily gi Yen informed consent as
described in Part I of the consent document, -Sterilization Consent
Porm- DIDm 2989 and

5. At least 30 days, but not more than 180 days, have passed
between the date of informed consent and the date of sterilization,
except in the case of premature deli very or emergency ~hdoodnal
8urgery. An individual may consent to be sterilized at the time of a
premature delivery or ~rgency ~~allinal surgery, if at leaat 72
hours have passed since he or she gave info~d consent for the
sterilization. In the case of premature delivery, the informed consent
must have been given at least 30 days before the expected date of
delivery.

A 8Sterili..tiaD CoD88Dt PO~8 DBKB 2989 must accompany all
invoices for sterilization (55250, 55450, 56301 - 56302, 58600 ~
58615, 58700). A 8terilization/tubal ligation procedure must be billed
on a separate HCFA-1500 claim form. If the procedure was performed on
the same date of .ervice as another procedure, a modifier is required
in Block 2m for the second or sub.equent procedure.

The sterilization form con&ists of four parts:

p~ ~ - COD88Dt to Steri1isatiOD - This section must be completed
for ~ 8terilizations and must be signed and dated by the individual
being steri1ized.

p~ YY - Znterpreter'. Statement - This section must be completed
cnl¥ when an interpreter is provided to assist the individual to be
sterilized to understand the consent statement.

P.r~ YYY - Stat.-ent of Person ObtainiAg C0D88Dt - This section
must be completed for ~ sterilizations and must be signed and dated
by the person who counseled the individual to be sterilized.

p~ TV - Phyaician'. Stat...nt - This section muat be completed
for ~ sterilizations by the physician. one of the final paragraphs,
the one which is not used, must be crossed out. This section is worded
so that the physician is required to sign this form on or after the
date of 8terilization. Thig .~~~inn. ma~ nn~ ~ a;gn~d nr d~rAd~ ~~
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ph~.i~iAn prin-r ~n ~h~ da~ e of aterilization-

SUPPLXBS, PRO~SXOH OP DXA
AND XMIroH1:ZATXOH :tHJBcrXON

,GHOST:IC/TBBRAPBtJT:IC B.AD:IOPHARMACBOT:ICAL (S)
IS

Physicians must bill t
99070 for supplies and mat
diagnostic radiopharmaceut
therapeutic radiopharmaceu
injections. The acquisitio
the supply or pharmaceutic
administered. including aD
the supply or radiopharmac
must be clearly indicated
~ttrr~nt invn; ~- wh; ~h ~l~a
pha~c~uti~al Inttar hA arr
ug~d to d~t~rmin- rh- a~qJJ
invnicPc.

heir acquisition cost for procedure codes
erials, 78990 for the provision of
ical(8), 79900 for the provision of
tical (8) and for certain ianunization
D cost i. defined &8 the pureha8e price of
al (1... any di8countS) for the ~t
:yo portion of tax or shipping. The name of
eutical and the amount (or number) given.
in Block 34D of the HCFA-1S00. A copy of a
rl¥ AhnwA t:h~ p~r unit: l'!nAt: n-F t:h~ Auppl¥ nr
~ch~d tn t:h~ clAim £nrm Th~ ~Al~lAtion
igitinn l'!nAt: ImJAt: AlAn hA wri~t:~n on th~

ANSWERS TO PUQtJBNTLY ASD D QUESTIONS

1. Covered Services:

Abortions are cove red for only five medical reasonsa.

1.)
2)
3)
4)
5)

Life of the mo
Mother's curre:
Mother's curre:
Fetus is proba:
Mother was a v

ther,
nt or future health,
nt or future mental health,
bly deformed and
ictim of rape or incest.

b. Acupuncture is not

c . CAT Scans and MRI I

preauthorization.
D are covered &ad do not require

d. Hysterectomies are
if patient is over age 55

covered and patient consent is not needed
or is already sterile.

e. Inmunizations are
for the actual cost of the
Vaccines For Children proa
providers for the administ
associated with giving the
of the injection is not (a

covered. The Program reimburses providers
vaccines except for those covered under the

~am, in which case, the Program reimburses
~ation of the vaccines. An office visit
vaccine is covered but the administration

~cept for a VFC injection).

f.
covered.

Artificial insemin ation and in-vitro fertilization are not

g. Diagnostic and scr,
procedure codes 76090 (uni
patient is referred by a p
screening. No physician re
patient is restricted to a

eening mammography are covered services. Use
lateral) or 76091 (bilateral) when the
~ysician. Use code 76092 for walk-in
terral is required, however, the age of the
~er 34.

h. Pap Smears and pm
physician. The Program doe;
a specimen. These procedur.
Laboratories Program.

for infants are not billable by a
I not pay separately for taking
!s are covered under the Medical

i. Routine physical e:~aminationa for a jOb or school are covered



,
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services and the appropriate office visit should be billed.

r2. Certain procedures (usually cosmetic surgery) require that a
written request be made to the Program for preauthorization.

3 . There is no mandate for providers to accept all Medicaid
recipients who come to them directly or by referral. There is,
however, against discrimination in general (oaMAR 10.09.02.03 E).

4. Use the unlisted skin procedure code ~ 7999 for the removal of
sutures without anesthesia and attach a copy of the office report to
the invoice.

5. Most Medical Assistance forms, including those for abortions,
hysterectomies and sterilizations are available through the local
Health Departments, except for preauthorization forms.

For Preauthorization forms write

Medical Care Operations Administration
201 W. Preston Street, Room SS-12
Baltimore, MD 21201
(410) 767-5180
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CPT-4 HCPCS ARD HA:x:nmH REIHBORSEHENTS

PROC. FEE AC PROC. FEE AC PROC.

00157 287.00 0 11601 35.00 90 12037
009S5 272.00 0 11602 47.00 90 12041
01996 14.50 0 11603 74.00 90 12042
10040 9.00 0 11604 101.00 90 12044
10060 15.00 0 11606 125.00 90 12045
10061 50.00 0 11620 42.00 90 12046
10010 10.00 0 11621 62.00 90 12047
10011 25.00 30 11622 IS.OO 90 120S1
10120 15.00 0 11623 125.00 90 12052
10121 40110 0 11624 158.00 90 12053
10140 15.00 0 11626 165.00 0 12054
10160 11.00 0 11640 62.00 90 120S5
10180 32.78 3 11641 85.00 90 12056
11000 13.00 0 11642 IOS.00 90 12057
11001 7.00 0 11643 128.00 90 13100
11010 114.00 10 11644 170.00 90 13101
11011 1~00 0 11646 300110 90 13120
11012 189.00 0 11719 4.00 0 13121
11040 10.00 0 11720 9.00 0 13131
11041 SO.OO 0 11721 16.00 0 13132
11042 75.00 0 11730 23.00 0 131SO
11043 75.00 30 11732 13.00 0 13151
11044 125.00 0 11740 18.00 0 13152
11OS5 10.00 0 117SO 59.00 30 13160
11056 14.00 0 11752 71.00 30 13300
11057 17.00 0 11755 59.00 30 14000
11100 19.00 7 11760 59.00 30 14001
11101 11.00 0 11762 71.00 0 14020
11200 1~00 0 11765 59.00 30 14021
11201 6.00 0 11770 126.00 30 14040
11300 10.00 0 11771 163.00 60 14041
11301 '~ 0 11m 168.00 60 14060
11302 1.00 0 11~ 10.00 0 14061
11303 1.00 0 11901 14.00 0 14300
11305 1..00 0 11920 14.00 0 143SO
11306 1'.00 0 11921 30.00 0 15000
11307 11.00 0 11922 30.00 0 15001
11308 24.00 0 11950 10.00 30 15050
11310 10.00 0 11951 14.00 30 15100
11311 1'.00 0 11952 25.00 30 15101
11312 11.00 0 11954 35.00 30 15120
11313 24.00 0 11960 219.00 30 15121
11400 ~ .OO 15 11970 219.00 30 15200
11401 .00 15 11971 60.00 0 15201
11402 .00 15 11975 90.00 0 15220
11403 ]c).00 15 11976 90.00 0 15221
11404 3~.00 15 11977 90.00 0 15240
11406 60.00 30 12001 11.00 0 15241
11420 31!.00 15 12002 24.00 0 15260
11421 31..00 15 12004 31.00 0 15261
11422 ~OO 15 12005 36.00 10 15350
11423 41LOO 0 12006 43.00 10 15351
11424 51~00 15 12007 47.00 0 15400
11426 61~00 15 12011 20.00 0 15401
11440 3100 15 12013 28.00 0 15570
11441 ~1 00 15 12014 39.00 10 15572
11442 00 15 12015 50.00 10 15574
11443 00 IS 12016 78.00 10 15576
11444 ffi OO 15 12017 97.00 10 15580

11446 7500 0 12018 135.00 0 15600

11450 1.00 IS 12020 50.00 3 15610
11451 14.00 15 12021 25.00 3 1~20
11462 14.00 15 12031 19.00 0 1~25
11463 14..00 IS 12032 25.00 0 li 30 11470 14'.00 15 12034 39.00 0 1 650

11471 14'.00 15 12035 SO.OO 10 1 732
11600 29.00 90 12036 64.00 10 1 734

'FEE AC

78.00 0
24.00 0
35.00 10
47.00 10
59.00 10
83.00 10
101.00 0
29.00 0
39.00 10
SO.OO 10
78.00 10
116.00 10
137.00 10
145.00 0
31.00 30
65.00 30
43.00 30
96.00 30
61.00 30
140.00 30
47.00 30
73.00 30
175.00 30
SO.OO 10
225.00 30
92.00 60
140.00 60
140.00 60
218.00 60
185.00 60
239.00 60
239.00 60
299.00 60
300.00 0
lSO.00 30
29.00 0
29.00 90
29.00 0
116.00 45
55.00 45
254.00 45
122.00 45
96.00 45
47.00 0
140.00 45
67.00 0
188.00 45
92.00 0
232.00 45
114.00 0
200.00 0
100.00 90
SO.OO 0
SO.OO 90
160.00 90
175.00 90
170.00 90
175.00 90
189.00 45
92.00 45
114.00 45
191.00 45
128.00 45
191.00 45
lSO.00 45
232.00 45
232.00 45

PROC. FEE AC

15736 232.00 45
15738 232.00 45
15740 277.00 90
15750 232.00 90
15756 892.00 90
157S7 892.00 90
15758 892.00 90
15760 232.00 45
15770 277.00 60
IS77S 0.00 0
15776 0.00 0
15780 P 277.00 90
15781 P 195.00 90
15782 P 95.00 90
15783 0.00 0
15786 P 13.00 0
IS787 P 9.00 0
IS788 P 36.00 90
15789 P 36.00 90
IS792 P 19.00 90
15793 P 19.00 90
15810 P 140.00 90
15811 P 155.00 90
15819 P 184.00 30
IS820 P 277.00 30
15821 P 293.00 30
15822 P 185.00 30
15823 P 205.00 30
15824 P 218.00 30
15825 P 205.00 30
15826 P 185.00 30
15128 P 656.00 45
15829 656.00 30
15831 P 276.00 30
15832 P 163.00 30
15833 P 102.00 30
15834 P 112.00 30
1583S P 112.00 30
15836 P 128.00 30
15837 P 128.00 30
15838 P 112.00 30
15839 P 112.00 30
15840 473.00 100
15841 625.00 30
15842 750.00 30
15845 577.00 120
15aso 0.00 0
158S1 28.00 30
IS852 30.00 0
15860 12.00 0
15876 0.00 60
15877 0.00 60
15878 0.00 60
15879 0.00 60
15920 143.00 90
15922 218.00 90
15931 175.00 90
1593,1 186.00 90
159~ 292.00 90
1593$ 336.00 90
15~36 300.00 90
IS937 350.00 90
15940 199.00 90
15941 250.00 30
IS944 227.00 90
15945 249.00 90
15946 406.00 90

PROC .
15950
15951
15952
15953
15956
15958
15999
16000
16010
16015
16020
16025
16030
16035
17000
17003
17004
17106
17107
17108
17110
171 II
17150
17160
17161
1116~
17163
171b.a
11166
11~70
17171
17171
17113
11114
11116
11180
11281
11282
11283
17284
17286
17304
17305
17306
17307
17310
17340
11360
17380
11999
19000
19001
19020
19030
19100
19101
19110
19112
19120
19125
19126
19140
19160
19162
19180
19182
19200

FEE AC

165.00 90
186.00 90
255.00 90
301.00 90
384.00 90
416.00 90
S.R. 90
19.00 0
20.00 0
60.00 0
10.00 0
14.00 0
18.00 0
40.00 0
14.00 0
6.00 0
68.00 10
IS.OO 0
25.00 10
110.00 0
10.00 0
ISOO 10
1000 0
1400 10
1400 10
1400 10
14.00 10
1400 10
28.00 10
1400 10
14.00 10
14.00 10
14.00 10
14.00 10
28.00 10
14.00 10
14.00 0
14.00 10
14.00 10
14.00 10
28.00 10
137.00 30
51.00 30
51.00 30
S.R. 30
35.00 30
9.00 0
8.00 0
0.00 0
S.R. 0
12.00 0
6.00 0
60.00 14
22.00 0
62.00 0
83.00 30
154.00 0
154.00 0
103.00 30
103.00 30
103.00 30
185.00 60
140.00 60
210.00 60
185.00 60
232.00 45
427.00 60
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MATIONAL ALPHA - HtJMBR.:I C HCPCS

nPROC
CODE DBSCRJ:PTJ:OH

A4260
JO1.2 0
JO1.50
JO1.51.
JO1.70
JO1.90
JO205
JO207
JO21.0
JO256
JO270
JO280
JO290
JO295
JO300
JO330
JO340
JO360
JO380
JO390
JO400
JO460
JO470
JO475
JO500
JO51.0
JO51.5
JO520
JO530

~ntraceptive) Implants System
to 250 mg

uine, up to 1 ml amp
, per 5 mg
10 units
~
up to 250 mg

Ise Inhibitor - human, 10 mg

mcg
:0 250 mg
, up to 500 mg
'Sulbactam Sodiu:n, per 1.5 gm
) 125 mg
1l0ride, up to 20 mg
~ionate, up to 50 mg
IP to 20 mg
:rate, per 10 mg
::hloride, up to 250 mg
,late, up to 500 mg
up to 0.3 mg

LOO mg

Levonorgestrel (cc
Tetracycline, up 1
Adenosine, 6 mg
Adenosine, 90 mg
Adrenalin, EpinepJ
Biperiden Lactate
Alglucerase, per :
Amifostine, 500 ~
Methyldopate HCL,
Alpha J. - Protein.
Alprostadil, J..25
Aminophyllin, up 1
Ampicillin Sodium,
Ampicillin Sodiuml
Amobarbi tal, up t<
SUccinylcholine CJ
Nandrolone Phenpr<
Hydralazine HCL, \
Metaraminol Bitar1
Chloroquine Hydro<
Trimethaphan Cams)
Atropine Sulfate,
Dimercaprol, per :
Baclofen, J.O mg
Dicyclomine HCL, \;
Benzquinamide HCL,
Benztropine Mesyla
Betha~echol Chlorj
Penicillin G Benza

up to 600,000 w:
Penicillin G Benza

up to J.,200,000
Penicillin G Benza

up to 2,400,000
Penicillin G Benza
Penicillin G Benza
Penicillin G Benza
Botulinum Toxin T1I

BthylnorepinephriIJ
Bdetate Calcium Di
Calcium Gluconate,
Calcium Glycerophc
Calcitonin Salmon,
Calcitrol, J. mcg a
Leucovorin CalciUDI
Mepi vacaine Hydroc
Cefazolin Sodium,
Cefoxitin Sodium,
Cefonicid SOdiUII,
Ceftriaxone SodiUDI
Sterile Cefuroxime
Cefotaxime Sodium,
Betamethasone Acet
Betamethasone Sodi
Cephapirin Sodium,
Ceftazidime, per 5

JO540

JOSSO

JO560
JO570
JO580
JO585
JO590
JO600
JO610
JO620
JO630
JO635
JO640
JO670
JO690
JO694
JO695
JO696
JO697
JO698
JO7Q2
JO704
JO710
JO713

Lp to 20 mg
up to 50 mg

Lte, per 1 mg
.de, Myotonachol or Urecholine, up to 5 mg
Lthine & Penicillin G Procaine,
Lits
Lthine & Penicillin G Procaine,
units
Lthine & Penicillin G Procaine,
units
Lthine, up to 60Q,000 units
Lthine, up to 1,~00,000 units
Lthine, up to 2,100,000 units
ope A, per unit
Le HCL, 1 ml i
.sodium, up to 1)000 tUg

per 10 ml
Isphate & Calci~ Lactate, per 10 ml

up to 400 unit.
mpule
I, per 50 mg I
hloride, per 10 Imlup to 500 mg .

19m
19m
l, per 250 mg

Sodium, per 750 mg
per gm

ate & Betamethasone Sodium Phosphate, per 3 mg
um Phosphate, per 4 mg

up to 1 gin
00 mg
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Ceftizoxime Sodium,
Ch1.oramphenicol Sod
Chorionic Gonadotrc
Chlorpheniramine Ma
Clonidine Hydrochlc
Cilastatin Sodium;
Codeine Phosphate,
Colchicine, per 1 11
Colistimethate Sodi
Prochlorperazine, "
Corticotropin, up t
Cortisone, up to 5C
Cosyntropin, per o.
Cytomegalovirus 11m
Deferoxamine Mesyla
Testosterone Enantl:
Brompheniramine Mal
Estradiol Valerate,
Depo- Estradiol Cypi
Methylprednisolone
Methylprednisolone
Methylprednisolone
Medroxyprogesterone
Medroxyprogesterone
Testosterone CypioD
Testosterone CypioD
Testosterone CypiOD
Testosterone CypioD
Dexamethasone Aceta
Dexamethasone Sodi \J
Dihydroergotamine ~
Acetazolamide Sodi\J
Digoxin, up to 0.5
Phenytoin Sodium, ~
Hydromorphone , up t
Dyphylline, up to 5
Dexrazoxane Hydroch
Diphenhydramine HCL
Chlorodiazide Sodi\J
IMSO, Dimethyl Sulf
Methadone HCL, up t
Dimenhydrinate, up
Dipyridamole, per 1
Dobutamine Hydrochl
Amitriptyline HCL,
Epoprostenol, o. 5 m
Ergonovine Maleate,
Erythromycin Glucep
Erythromycin Lactob
Estradiol Valerate,
Estradiol Valerate,
Estrogen Conjugated
Estrone, per 1 mg
Etidronate Disodium
Filgrastim (G-CSF),
Filgrastim (G-CSF),
Foscarnet Sodium t ' p

Garmna Globulin, . t

Garmna G 1 obul in , t
Ganuna Globulin, jfnt
Gannna Globulin, wt

JO7l.5
JO720
JO725
JO730
JO735
JO743
JO745
JO760
JO770
JO780
JO800
JO8l.0
JO835
JO850
JO895
JO900
JO945
JO970
J1.000
J1.020
J1.030
J1.040
J1.050
Jl.O55
Jl.O60
Jl.O70
J1.080
J1.090
J1.095
J1.l.00
Jl.l.l.O

J1.l.20

Jl.l.60

J1.l.65

J1.l.70

J1.l.80
J1.l.90

J1.200
J1.205
Jl.2l.2
J1.230
J1.240
J1.245
Jl.250
J1.320
J1.325
Jl.33 0
Jl.362
J1.364
J1.380
Jl.390
J1.4l.0
J1.435
J1.436
J1.440
J1.44l.
Jl.455
Jl.460
J1.470
Jl.48 0
Jl.490

per 500 mg
~um Succinate, up to 1 gm
.pin, per 1,000 USP units
Lleate, per 10 mg
.ride, 1 mg
lmipenem, per 250 mg
per 30 mg
19'
.uD1, up to 150 mg
LP to 10 mg
~o 40 units
Img
25 mg
aune Globulin intravenous (human), per vial
Lte, 500 mg per 5 cc
~te & Estradiol Valerate, up to 1 cc
.eate, per 10 mg

up to 40 mg
.onate, up to 5 mg
Acetate, 20 mg
Acetate, 40 mg
Acetate, 80 mg
I Acetate, 100 mg
I Acetate, contraceptive, 150 mg
~te & Estradiol Cypionate, up to 1 ml
~te, up to 100 mg
~te, 1 cc, 200 mg
~te, 1 cc, 50 mg
~te, per 8 mg
1m Phosphate, up to 4 mg/ml
lesylate, per 1 mg
1m, uo to 500 mg
mg
ler 50 mg
,0 4 mg
;00 mg
:loride, per 250 mg
" up to 50 mg
m, per 500 mg
oxide, sot, 50 ml
0 10 mg
to 50 mg
Omg
oride, per 250 mg
up to 20 mg
go

up to O. 2 mg
tate, per 250 mg
ionate, per 500 mg

up to 10 mg
up to 20 Ing'

t per 25 DIg

, per 300 mg
300 mcg
480 mcg

er 1.,000 mg 1
ramuscular, 1. c~
ramuscular, 2 c~
ramuscular, 3 c~
ramuscular, 4 c~

~
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~500
~510
J1520
J1.530
J1.540
J1.550
J1.561.
~562
J1.565
J1570
J1.580
~600
~610
~620
J1626
J1630
~631
~642
~644
~645
~650
~670
J1690
~700
~710
~720
~730
~739
J1741
~742
~760
~770
J1780
~785
~790
~800
J1810
J1820
J1825
~840
J1850
J1885
J1890
~91.0
J1930
J194 0
J1950
J1.955
~960
~970
~980
~'90
J2000
J2010
J2060
J21.50
J2175
J2180
J2210
J2240
J2260

r"
ltramuscular, 5 cc
ltramuscular, 6 cc
ltramuscular, 7 cc
ltramuscular, 8 cc
ltramuscular, 9 cc
Ltramuscular, 10 cc
.ntravenous, 500 mg
.ntravenous , 5 gIns
;ial Virus Immune Globulin, 50 mg
I, 500 mg
.cin, up to 80 mg
Llate, up to 50 mg
,ride, per 1 mg
:hloride, per 100 mcg
:h1oride, 100 mcg
15mg
late, per 50 mg
ieparin Lock Flush, per 10 units
:r 1,000 units

per 2,500 IU
10 mg

bulin, Human, up to 250 units
ate, up to 20 mg
tate, up to 25 mg
ium Phosphate, up to 50 mg
ium Succinate, up to 100 mg
00 mg
e Caproate, 125 mg/ml
e Caproate, 250 mg/ml
,1mg

unit .
5mg
P to 1. mg
~yl Citrate, up to 2 ml amp
units

, 33 mcg
up to 500 mg
up to 75 mg

nine, per 1.5 mg
, up to 1. gm
2ml
up to 20 mg

20 mg
(depot suspension), per 3.75 mg
1.gIit

:e, up to 2 mg
up to 20 mg

!, up to 0.25 mg
=t., up to 1.00 mg
:c
to 300 tUg

Ganwna Globulin, ir
Gan=a Globulin, it
Gamma Globulin, it
GaIm1a Globulin, it
Ganuna Globulin, i1:
Ganuna Globulin, it
Immune Globulin, .i
Immune Globulin, .i
Respiratory Syncyt
Ganciclovir Sodiwr
Garamycin, Gentam.i
Gold Sodium Thioma
Glucagon Hydrochlc
Gonadorelin HydrOC
Granisetron HydrOC
Haloperidol, up tc
Haloperidol Decanc
Heparin Sodiwu, (13
Heparin Sodium, pe
Dalteparin Sodium,
Enoxaparin Sodium,
Tetanus Immune Glo
Prednisolone Tebut
Hydrocortisone Ace
Hydrocortisone Sod
Hydrocortisone Sod
Diazoxide, up to 3
Hydroxyprogesteron
Hydroxyprogesteron
Ibutilide Fumarate
Iron Dextran, 2 cc
Iron Dextran,S cc
Iron Dextran, 3.0 cc
Imiglucerase, per .

Droperidol, up to
Propranolol HCL, u;
Droperidol &. Fenta:
Insulin, up to 3.00
Interferon Beta-J.A
Kanamycin Sulfate,
Kanamycin Sulfate,
Ketorolac Tranethal
Cephalothin Sodium
Kutapressin, up to
Propriomazine HCL,
Furosemide, up to :
Leuprolide Acetate
Levocarni tine, per
Levorphanol Tartra1
Methotrimeprazine,
Hyoscyamine Sulfatf
Chlordiazepoxide H(
Lidocaine HCL, 50 c
Lincomycin HCL, up
Lorazepam, 2 mg
Mannitol, 25\ in 5C
Meperidine HydrochJ
Meperidine &. Promet
Methylergonovine Me
Metocurine Iodine,
Milrinone Lactate,

) ml
.oride, per 100 mg
:hazine HCL, up to 50 lUg
lleate, up to 0.2 lUg
up to 2 lUg
per 5 m1
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Morphine Sulfate,
Morphine Sulfate
Nalbuphine Hydroc]
Naloxone Hydrochlc
Nandrolone Decanoc
Nandrolone Decanoc
Nandrolone Decanoc
Thiothixene, up tc
Niacinamide, Niac:
Orphenadrine Ci tr.
Phenylephrine HCL
Chloroprocaine By!
Ondansetron Hydroc
Oxymorphone HCL, 1
Pamidronate Disod:
Papaverine HCL, u]
Oxytetracycline HC
Hydrochlorides of
Penicillin G Proc.
Pentagastrin, per
Pentobarbi tal Sod:
Penicillin G PotaJ
Promethazine HCL,
Phenobarbi tal Sod:
Oxytocin, up to 11
Desmopressin Acet.
Prednisolone Sodi1
Prednisolone Acet~
Tolazoline HCL, UI
Progesterone, per
Fluphenazine DeCal
Procainamide HCL,
Oxacillin Sodium,
Neostigmine MethyJ
Protamine SUlfate,
Protirelin, per 2!
Pralidoxime Chlorj
Phentolamine MesyJ
Metoclopramide HCI
Rho D ItmnUne Glom
Methocarbanol, up
Theophylline, per
Sargramostim (GM-(
Secobarbital Sodi1.
Aurothioglucose, 1.
Sodium Chloride, (
MethylprednisolonE
MethylprednisolonE
Promazine HCL, up
Methicillin SodiUtl
Streptokinase, pel
AI teplase RecombiI:
Streptomycin, up t
Fentanyl Citrate,
S\DII&triptan SucciI:
Pentazocine HCL, 1;
Chlorprothixene, 1;
Terbutaline Sulfat
Testosterone Enant
Testosterone Enant
Testosterone SUspE

J2270
J2275
J2300
J231.0
J2320
J2321.
J2322
J2330
J2350
J2360
J2370
J2400
J2405
J241.0
J2430
J2440
J2460
J2480
J251.0
J251.2
J251.5
J2540
J2550
J2560
J2590
J2597
J2640
J2650
J2670
J2675
J2680
J2690
J2700
J271.0
J2720
J2725
J2730
J2760
J2765
J2790
J2800
J281.0
J2820
J2860
J291.0
J291.2
J2920
J2930
J2950
J2970
J2995
J2996
J3000
J301.0
J3030
J3070
J3080
J31.05
J31.20
J31.30
J31.40

up to 10 mg
(preservative-free sterile solution), per 10 mg
:lloride, per 1.0 mg
:>ride, per 1. mg
ite, up to SO lag
ite, up to 100 mg
ite, up to 200 mg
:>4mg
ion, up to 100 mg
ite, up to 60 mg
, up to 1 ml
irochloride, per 30 ml
~oride, per 1. mg
.lp to 1 mg
ium, per 30 mg
~ to 60 mg
:1., up to SO mg
Opium Alkaloids, up to 20 mg

iine, aqueous, up to 600,000 units
2ml

ium, per SO mg
Isium, up to 600,000 units
up to SO mg

ium, up to 120 mg
) units
ite, per 1 mcg
1m Phosphate, up to 20 mg
ite, up to 1. ml
~ to 25 mg
SO mg

loate, up to 25 lug
up to 1. gm
up to 250 mg

Lsulfate, up to 0.5 mg
, per 10 mg
;0 mcg
Lde, up to 1. gm
Late, up to 5 mg
:., up to 1.0 mg
llin, Human, 1. dose package
to 10 ml
40 mg

:SF), SO mcg
1m, up to 250 mg
lP to SO mg
).9', per 2 ml
~ Sodium Succinate, up to 40 mg
~ Sodium Succinate, up to 1.25 mg
to 25 mg

1, up to 1. gin
:' 250,000 1U
lant, per 1.0 lUg
~o 1 gin
up to 2 ml
late, 6 mg
lP to 30 mg
lP to SO mg
~e, up to 1. lUg
~hate, up to 1.00 lUg
:hate, up to 200 mg
msion, up to SO mg
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J3150
J3230
J3240
J3250
J3260
J3265
J3270
J3280
J330J.
J3302
J3303
J3305
J33J.O
J3320
J3360
J3364
J3365
J3390
J3400
J34J.O
J3420
J3430
J3450
J3470
J3475
J3480
J3490
J7030
J7040
J7042
J7050
J7051
J7060
J7070
J7100
J71J.O
J7120
J7300
J9000
J90J.5
J9020
J9031
J9040
J9045
J9050
J9060
J9062
J9065
J9070
J9080
J9090
J9091
J9092
J9093
J9094
J9095
J9096
J9097
J9J.OO
J9110
J9J.20

r
Testosterone Propionate, up to ~oo mg
Chlorpromazine HCL, up to SO mg
Thyrotropin, up to 1.0 IU
Trimethobenzamide HCL, up to 200 mg
Tobramycin Su~fate, up to 80 mg
Torsemide, 1.0 mg/ml
Imipramine HCL, up to 25 mg
Thiethylperazine Maleate, up to 1.0 mg
Triamcinolone Acetonide, per 1.0 mg
Triamcinolone Diacetate, per 5 mg
Triamcinolone Hexacetonide, per 5 mg
Trimetrexate Glucuronate, per 25 mg
Perphenazine, up to 5 1119'
Spectinomycin Dihydrochloride, up to 2 gm
Diazepam, up to 5 mg
Urokinase,S,OOO IU vial
Urokinase, 250,000 IU vial
Methoxamine HCL, up to 20 mg
Triflupromazine HCL, up to 20 mg
Hydroxyzine HCL, up to 25 mg
Vitamin B-1.2 Cyanocobalamin, up to 1.,000 mcg
Phytonadione (Vitamin K), per 1. mg
Mephentermine Sulfate, up to 30 mg
Hyaluronidase, up to ~SO units
Magnesium Sulfate, per 500 mg
Potassium Chloride, per 2 meq
Unclassified Drugs (name, amount administered, NDC#, invoice)
Normal Saline Solution Infusion, ~, 000 cc
Normal Saline Solution Infusion, Sterile (500 ml = ~ unit)
st Dextrose/Normal Saline (500 m1 = ~ unit)
Normal Saline Solution Infusion, 250 cc
Sterile Saline or Water, up to 5 cc
st Dextrose/Water (500 ml = 1. unit)
DSW Infusion, ~,OOO cc
Dextran 40 Infusion, 500 m1
Dextran 75 Infusion, 500 ml
Ringers Lactate Infusion, up to ~,OOO cc
Intrauterine Copper Contraceptive Device
Doxorubicin HCL, 1.0 mg
Aldesleukin, per single use vial
Asparaginase, 1.0,000 units
BCG live (intravesical) vaccine per instillation
Bleomycin Sulfate, ~5 units
Carboplatin, 50 mg
Carmustine, ~OO mg
Cisplatin, powder or solution, per ~O mg
Cisplatin, 50 1119'
Cladribine, per ~ 1119'
Cyclophosphamide, 1.00 mg
Cyclophosphamide, 200 mg
Cyclophosphamide, 500 1119'
Cyclophosphamide, 1. . 0 gm
Cyclophosphamide, 2. 0 gin
Cyclophosphamide, lyophilized, ~OO mg
Cyclophosphamide, lyophilized, 200 mg
Cyclophosphamide, lyophilized, 500 mg
Cyclophosphamide, lyophilized, ~. 0 gin
Cyclophosphamide, lyophilized, 2.0 gin
Cytarabine, 1.00 1119'
Cytarabine, 500 mg
Dactinomycin, 0.5 mg
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J9130
J9140
J91S0
J916S
J9170
J9181
J9182
J91BS
J9190
J9200
J9201
J9202
J9206
J920B
J9209
J9211
J9213
J9214
J921S

mg
IDg

mg
1 Diphosphate, 250 mg

bate, 50 mg
mg

1'9'
200 mg
Implant, per 3. 6 mg

:lloride, 5 mg
-2A, Recombinant, 3 million units
-2B, Recombinant, 1 million units
-M3, (human leukocyte derived),

J9216
J9217
J9218
J9230
J9245
J9250
J9260
J9265
J9270
J9280
J9290
J9291
J9293
J9320
J9340
J9350
J9360
J9370
J9375
J9380
J9390
J9999

1-B, 3 million units
! (for depot suspension), 7 . 5 mg
!, per 1 mg
=t., (nitrogen mustard), 10 mg
Loride, 50 109
1m, 5 mg
un, 50 mg

!Chloride, per 5 mg

Dacarbazine, 100 :

Dacarbazine, 200 1

Daunorubicin, 10 1
Diethylstilbestro
Docetaxel, 20 mg
Etoposide, 10 mg
Etoposide, 100 mg
Pludarabine Phosp:
Fluorouracil, 500
Ploxuridine, 500 1
Gemcitabine HCL, :

Goserelin Acetate
Irinotecan, 20 mg
Ifosfamide, 1 gm
Mesna, 200 mg
Idarubicin Hydrocl
Interferon, Alpha.
Interferon, Alpha-
Interferon, Alpha-

250,000 IU
Interferon, Ganm1a
Leuprolide Acetatf
Leuprolide Acetatf
Mechlorethamine HC
Melphalan HydrochJ
Methotrexate Sodi\
Nethotrexate Sodi\
paclitaxel, 30 mg
Plicamycin, 2.5 mg
Mitomycin, 5 mg
Mitomycin, 20 mg
Mitomycin, 40 mg
Mi toxantrone Hydrc
Streptozocin, 1 gm
Thiotepa, 15 mg
Topotecan, 4 mg
Vinblastine Sulfat
Vincristine SUlfat
Vincristine SuI fat
Vincristine Sulfat
Vinorelbine Tartra
Not otherwise clas

(name, amount ad

e, 1 mg
e, 1 mg
e, 2 mg
e, 5 mg
te, per 10 mg
sified, antineoplastic drugs
mdnistered, NDC#, invoice)

LOCAL ALPHA-HmlBR.:IC sCPcs AND HAXDroH U:Dm'ORSmmNTS

PROC F:B:B

WO482
WO484
WO488
WO609
W9075
W9076
W9077
W9078
W9080
W9081
W9090
W9091

3.054.00
3.395.00

75.00
4.80

50.00
3.0.00
50.00
32.00
50.00
32.00
40.00
3.0.00



MARYLAND MEDICAL ASSISTANCE PROGRAM

CERTIFICATION FOR ABORTION

A COpy OF THIS FORM MUST BE ATTACHED TO All INVOICES FOR ABORTION SERVICES.

Please Print or Type t)
PATIENT'S NAME PHYSICIAN COMPt.£T1NG FOAM

PATIENTS ADDRESS PHYSICIAN'S MEOICAL ASSISfANCa PROVIDER NUMBER

PATIENTS ADDA£SS PI.ACE~SERVIC&

PATlENrs MEDICAL ASSISTANCE NUMBER DATE OF SERVICe

PART I . Check one of the blocks if applicable and sign the certification. .
0 G. I certify that this abortion is necessary because the life of the mother would be endangered if the fetu~

were carried to term.

0
DATE PHYSICIAN'S SIGNATURE

Attached is a document submitted by an official of a law enforcement agency or public health service
where the rape or incest was reported. The document includes the following information:
1. Name and address of victim;
2. Name and address of person making the report (if different from the victim);
3. Date of the rape or incest incident;
4. Date of the report (may not exceed 60 days after the incident);
5. Statement that the report was signed by the person making it;
6. Name and signature of person at law enforcement agency or public health service who took the rape or

incest report. ,..

DATE PHYSICIAN'S SIGNATURE -
PART II . You must check one of the following blocks and sign the certificate, unless you have checked "I" In

Part " above,

0 R, I certify that this abortion is necessary because, based on my professional judgement, continuation of

the pregnancy is likely to result in the death of the woman,

DATE PHYSICIAN'S SIGNATURE

I certify that, within a reasonable degree of medical certainty, based on my professional judgement,
termination of pregnancy is medically necessary because there is substantial risk that continuation of
the pregnancy could have a serious and adverse effect on the woman's present or future physical health.

0 s.

DATE PHYSICIAN'S SIGNATURE

I certify that, in my professional judgement, there exists medical evidence that continuation of the
pregnancy is creating a serious effect on the woman's present mental health and, if carried to term, there
is substantial risk of a serious or long lasting effect on the woman's future mental health.

0 T.

DATE PHYSICIAN'S SIGNATURE

I certify that, within a reasonable degree of medical certainty, based on my professional judgement, this
abortion is necessary because the fetus is affected by genetic defect or serious deformity or abnormality.

0 v

0 w.

DATE

DHMH 521 (9/80/25.000)
PHYSICIAN"S SIGNA fURe
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MARYLAND M

DOCUMI

EDICAL ASSISTANCE PROGRAM

ENT FOR HYSTERECTOMY

A COPY OF THIS FORM MUST BE ATTACHED TO ALL INIVOICES FOR HYSTERECTOMIES.

Please Print or Type

PATIENTS NAME PHYSICIAN COMP\.£TING FOAM

PAnENrs ADDRESS PHYSIClAH"SMEDICALASSISTANCENUMBER

I I I I I I I I I I II
PAnENT'S MIDICAL AS8TANCa ~

PLACE OF SERVICE

DATE M SERVICE

ent or patient's representative when patient has been informed of

hereby certify
(NAME OF PATIENTI

:0 this hysterectomy.

f rendering the individual permanently incapable of reproducing;

SECT10N I . To be signed by physician and patl
the service.

A. I have performed a hysterectomy on
that the following conditions do not apply 1

1. It was performed solely for the purpose 0
or

2. If there was more than one purpose to the
of rendering the individual permanently i

I have informed the patient and her represent
the patient permanently incapable of reprod

procedure, it would not have been performed but for the purpose
ncapable of reproducing.

:ative, if any, orally and in writing, that the hysterectomy will make
iucing.

DATE SIGNA TURE OF PtiYSICIAN

B. Receipt of Hysterectomy Information

I, have been informed by
(NAME OF PATIENT)

CHAM! OF PHYSICIAN)

performed will render me permanel

. that the hysterectomy to be

,tly incapable of reproducing.

DAn SIGHA TURE OF PA TlINT OR REPRESENTATIVE

tient signature is needed because the individual:

jue to

SECTION II . To be signed by physician. No pa1

A. Was already sterile before the hysterectomy ( ;or

B. Required a hysterectomy performed under a I
ment was not possible. (Describe the nature

(CAUSE OF STERIUTYI

ife-threatening emergency situation in which prior acknowledge-
of the emergency.)

DATE

DHMH 2990 (Rev. 10/82)
(10/82/10,000\

SIGNA JURE OF PHYSICIAN



MARYLAND MEDICAL ASSISTANCE PROGRAM ':"', ~ ..

STERILIZATION CONSENT FORM

NOTICE: YOUR DECISION AT ANY TIME NOT TO BE STERILIZED WILL NOT RESULT IN THE WITHDRAWAL OR
WITHHOLDING OF ANY BENEFITS PROVIDED BY PROGRAMS OR PROJECTS RECEIVING FEDERAL FUNDS.

. r
. STATEMENT OF PERSON OBTAINING CONSENT t.. CONSENT TO STERIUZAnON .

Before signed the
_of consent fotm, I explained to himlher the nature of the Itertllzatlon

operation the fact that It Is intended to be
a final and Irreversible PrOCedure and the discomfort.. risks and
benefits associated with It.

I counseled the Individual to be sterilized that alternative
methods of birth control are available which are tempor81y. I ex.
plained that sterilization is dlff-.nt because It Is permanent.

I informed the Individual to be stertlized that hlsn,.r consent
can be withdrawn at any time and that he/she will not lose any
health services or any benefits provided by Federal fund..

To the best of my knowledge and belief the Individual to be
sterilIzed Is at t 21 years old and 8PPe8tS mentally competent.
He/She knowingly and voluntarily requested to be stertJlzed and
appears to understand the nature and consequence of the pro-
Cedure.

~~ 01 ---

-'eciJlry

I have asked for and received Infonnatlon about sterilization

from When I flrat asked for
-.c.. ., c.,,;cJ

the Information I was told that the decision to be sterilized is com-
pleteiy up to me. I was told that I could decide not to be sterilized.
If I decide not to be sterilized, my decision will not affect my right
to future care or treatment. I will not Ioee .,y help or benefits from
programs receiving Federal funds, such as A.F.D.C. or Medicaid
that I am now getting or for which I may become eligible.

I UNDERSTAND THAT THE STERILIZATION MUST BE CON-
SIDERED PERMANENT AND NOT REVERSIBLE. I HAVE DECIDED
THAT I DO NOT WANT TO BECOME PREGNANT, BEAR
CHIU)REN OR FATHER CHILDREN.

I was told about ~ t~porary methods of birth control that
we available and could be provided to me which will allow me to
bear 0' father a child In the future. I have rejected these alter-
natives and chosen to be sterilized.

I understand that I will be sterilized by an operation known as

a . The discomforts, risks and benefits
associated with the operation have been explained to me. All my
questions have been answered to my satlsf~tlon.

I understand that the operation will not be dOne until at least
thirty days after I sign this fonn. I understand that I can change my
mind at any time and that my decision at any time not to be
sterilized will not result in the withholding of My benefits or
medical services provided by federally funded programs.

I am at least 21 years of age and was born on

~

. PHYSICIAN'S STATEMENT .

Shortly before I performed a sterilization operaUon upon

~ Day ,-
,hereby consentI, -

of my own free will to be sterilized by
--.,

by a method called - - - - -- My consent
expires 1~ days from th. date of my sigMture below.

I also consent to the retease of this form and other medical
records about the operation to:

Representatives of the Department of Healtn, Education, and
Welfare or

Employees of programs or projects funded by that Department
but only for determining 'f Federal laws were obserVed.

I have received a copy 01 this form.

-s.-- . ~ Me.- De, v-

You are requested to supply the following Information. but It is
not required:
-- - -"'rttcIIy ~- ..- ~
0 American Indian or 0 Black (not of Hispanic origin)

Alaska Native (j Hispanic
0 Aaian or Pacific Islander 0 White (not ot Hispanic origin)

. INTERPRETER'S STATEMENT .

-
~01~ ""01~~

,~
I expilined to hlmhler the nature of the

"..

sterilization operation , the fact that
8P'CiI,I.--oI...r-.

It Is IntenOed to be a fi~ ~ Irreversible procedure and the
discomforts, risks and benefits associated with It.

I counseled the Individual to be sterilized that 8itematlve
methods of birth control are available which are temporwy. I ex-
plained that sterilization is different because It is pennanent.

I infomled the Individual to be sterilized that hlsiher consent
can be withdrawn at any time and that he/she will not lose any
health MNices or benefits provided by Federal funds.

To the best of my knowledge and belief the Individual to be
sterilized Is at le..t 21 years Old and appears mentafly competent.
He/She knowingly and voluntarily requested to be sterilized and
appeared to understand the nature and consequences of the pro-
cedure.

(Instructions for use of altematl~ final paragraphs: Use the
first paragraph below except in the case of premature detlvery or
emergency abdomina! surgery where the 8teriliUtion Is per-
formed less than 30 days affer the date of the Individual's
signature on the consent form. In those cases, the second
paragraph below must be used. Cross out the paragraph wnldlla
not used.)

(1) At least thirty days have passed between the date of the In-
dividual's signature on this consent form and the date the steri-
lization was performed.

(2) This sterilizatlQ1 was perfonned less thM 30 days but moIW
than 72 hours after the date of the individual's signature on this
consent form because of the following circumstances (check ap-
plicable box and fill in information requested):

[ J Premature delivery
(I Individual's expected date of delivery: "-. (I Emergency abdominal surgery:

(describe circumstances):

If an Interpreter is provided to assist the Individual to be sterl.
lized:

I have translated the information and advice presented orally to
the Individual to be sterilized by the person obtaining this consenL I

have also read himhter the consent form in -- -
language and explained its contents to him/her. To the best of my
knowlecJ~e and belief he/she understOOd this IxpJanatlon.

~ Ph1-

0...

1111_"

DHMH.~
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[ENT OF HEALTH AND MENTAL HYGIENE
[ZATION REQUEST FORM
;J ClAN SERViCES

~IOH I - PatieDt Information

Med..ica.id Humber
, , , , I ,

Name Telephone <->
(La") (FJ.rst) (HI)

Address

SEC'%IOR II - Preautborizat.ion General In%

Pay to Provider N1mber Request DateI I I I I I I I I I
!lame

Ad.d.:res5 Telephone ( ,)

COntact

Provid.er' s Signature

SBC'nOR III - Add.i.~~~ preau'thorisa't.ioA ID..foz.atioD.

aeferrinq Provider
I I I ! I , , , ,
Name -- --

Re~derinq Provider

I I ., I I I Iff I
N-

ojdress Ad.dres s

Telephone <-)
t)a't.es of Service: F~: 'fbru:

D.i.aqnos.i.s Codes: 1. 2 3 4

szc.rZOR 'IV - Preauthori.z&'tj,OD Li.D8 Z~ Zm

REQUESTED
tm:I'l'S

DEPAR-nmNT USE ONLY
conE HOD 1 HOD 2

-- -
SBC':IOH V - Soec.i..f.i.c proqr.. Preau'thor.i.za't. i.on Imo~'t.j,.on

Please attach correspondence ~cb inclu~
A. Comple~e Narrative Justification for k
B. Brief history and physical ex&minatio~
C. Result of pertinen~ ancillary studies
D. PertLn.n~ medical evaluations and cons

but is not l~ted to the following:
rocedure(s)

~DD'mOR.Zu:r.:rOR ~~

_I I , I I I I I' ! I

1.f appli.caj)le
ultati.ons i.£ appli.cable--

SC'BKIT TO: proqram Syst~ and Operations A"'miuistrati.ou
Di.vi.sion of Claims Processinq
P.O. Box 17058
Balti.more, M.ar-i'land 2J.203

CocmmNT CONTROL m1HBER
(STAMP HE1lF;)
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MARYLAND JmD:ICAL ASS:ISTANCE PROGRAM

TELEPHONE D .IREC'l'OR!'

rPHYSICIANS' SBRV:ICES PROGRAM

POLICY/COVERAGE ISSUES (410) 767-1455
; 800 685-5861

PHYSICIAN CONSULTANT (410) 767-14~5
800 685-5861

~ -:iIErc. PROGRAMS
CLAIMS - ORIGINALS (410)
P.O. Box 1935
Baltimore. MD 21203

767-5347

767-5346CLAIMS - ADJUSTMENTS (410)
P.O. Box 13035
Baltimore, HD 21298

767-5863ELECTRONIC MEDIA SOBHITTAL (410)

ELIGIBILITY VERIFICATION SYSTEM (EVS)
Metro Baltimore (410) 333-3020
In-State 800 492-2134

HEALTHCHOICE ACTION LINE
RECIPIENT 800
PROVIDER. . . . . . . . . . . .800

284-4510
766-8692

HEALTHY KIDS/EPSDT POLICY/COVERAGE (410)
800

767-1485
685-5861

767-1485
685-5861

HEALTHY KIDS/START NURSE CONSULTANTS (410)
800

767-1455
685-5861

LABORATORY SERVICES POLICY/COVERAGE (410)
800

767-5340PROVIDER ENROLLHENT (410)
Medical Care Operations Administration .
P.O. Box 17030
Baltimore, MD 21203

767-5503
445-1159

.(410)
800

PROVIDER RELATIONS Medical Care Operations Administration

P.O. Box 22811
Baltimore, HD 21203

(410) 767-1764
THIRD PARTY RECOVERY

UTILIZATION CONTROL AGENT (410) 822-0697
(Delmarva Foundation) 800 999-3362


